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Thesis  directed  by  Assistant  Professor  Bonita  M.  Cavanaugh. 

Recent  changes  in  the  Military  Health  Services  System  (MHSS)  have  resulted  in  older 
military  retirees  feeling  stripped  of  "promised"  health  care  benefits.  Despite  these  changes, 
older  military  retirees  remain  eligible  for  full  participation  in  MHSS  health  promotion  and 
illness  prevention  programs.  Current  literature  on  self-care  management  of  older  adults  is 
limited.  No  studies  address  the  distinctive  needs  of  older  military  retirees. 

A  descriptive  survey  design  and  Howe's  (1994)  Self-Care  Case  Management  Model 
were  used  in  fiiis  study.  The  purpose  of  this  study  was  to  answer  the  following  research 
questions:  1)  What  are  the  self-care  behaviors  practiced  by  community-based  military 
retirees  age  65  and  older?  2)  Who  are  the  suppliers  of  self-care  information  to 
community-based  military  retirees  age  65  and  older?  3)  What  self-care  management  tools 
are  used  by  community-based  military  retirees  age  65  and  older? 

Two  separate  interview  instruments  were  used  for  data  collection.  The  Mini-Mental 
State  Examination  (MMS)  (Folstein,  Folstein,  &  McHugh,  1975)  and  an  interview 
questionnaire  developed  by  the  researcher.  The  interview  questionnaire  consisted  of  56 
open-ended  questions  with  forced  response  sets  and  assessed  six  different  dimensions  of 
self-care.  Reliability  and  validity  were  estimated  for  both  instruments. 

A  convenience  sanq)le  of  30  subjects  was  selected.  Descriptive  statistics  and  the 
Statistical  Package  for  the  Social  Sciences  (SPSS)  were  used  to  analyze  data.  Selected 
personal  characteristics  of  the  subjects  were  also  examined. 

Principle  findings  of  the  study  showed  older  military  retirees  were  self-reliant  in  caring 
for  functional  activities  and  mental/social  conditions  and  relied  on  professional  health  care 
providers  in  caring  for  physical  conditions.  Self  was  identified  as  the  key  supplier  of  self- 
care  information  for  functional  activities  and  mental/social  conditions.  For  physical 
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care  information  for  functional  activities  and  mental/social  conditions.  For  physical 
conditions  the  key  supphers  were  professional  health  care  providers.  The  primary  tools  of 
self-care  management  for  functional  activities  and  mental/social  conditions  were  life 
experiences  and  for  physical  conditions  they  were  professional  health  care  providers' 
instructions. 

Tmplicfltinns  for  nursing  practice  and  nursing  education  were  addressed.  Limitations 
of  the  study  were  identified  and  recommendations  for  instrument  refinement  and  fiuther 
research  were  offered. 

The  form  and  content  of  this  abstract  are  approved. 
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CHAPTER  I 


INTRODUCTION 

Background  of  the  Problem 

The  Mihtary  Health  Services  System  (MHSS)  health  promotion  and  illness  prevention 
programs  are  growing.  Soaring  federal  health  care  expenditures  along  with  moimtiag 
hterature  on  the  benefits  of  health  promotion  and  illness  prevention  offered  the  impetus 
for  change.  In  1986  the  Department  of  Defense  (DoD)  Directive  1010. 10,  Health 
Promotion,  directed  military  services  to  implement  health  promotion  and  illness 
prevention  initiatives.  The  DoD  recognized  the  value  of  the  national  health  promotion 
and  disease  prevention  objectives  oiHealthy  People  2000  (U.S.  DHHS,  PHS,  1991)  and 
used  them  to  estabhsh  specific  objectives  tailored  to  the  needs  and  goals  of  the 
Department  of  Defense  (Promoting  Health  2000,  1992).  Subsequently,  each  service 
branch  developed  its  own  directives  and  instructions  to  manage  their  numerous  health 
promotion  and  illness  prevention  programs  that  exist  within  the  MHSS. 

The  DoD  commitment  to  health  promotion  and  illness  prevention  is  fiirther 
manifested  in  the  latest  MHSS  reform  initiatives.  TRICARE,  the  new  DoD  managed  care 
program,  is  designed  to  "inprove  beneficiary  access  to  care,  ensure  affordable  and  high 
quahty  care,  provide  choice,  and  contain  overall  DoD  costs"  (USAF  Surgeon  General's 
Office,  1995).  Under  this  program  beneficiaries  have  three  options  for  seeking  health 
care  -  TRICARE  Standard,  TRICARE  Extra,  and  TRICARE  Prime  (OASD,  1994).  The 
Standard  option  offers  care  according  to  previously  estabhshed  guidelines  of  the  MHSS 
and  the  Civihan  Health  and  Medical  Program  for  the  Uniformed  Services  (CHAMPUS),  a 
mihtary  supplemental  health  insurance  for  beneficiaries  under  the  age  of  65.  The  Extra 
option  combines  the  Standard  benefits  with  a  preferred  provider  network  and  the  Primp; 
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option  offers  the  Standard  benefits  along  with  the  preventive  and  primary  care  services  of 
a  health  maintenance  organization  (OASD,  1994).  Cost-sharing  features  and  degrees  of 
freedom  for  using  civilian  providers  vary  with  each  option  (USAF  Surgeon  General's 
Office,  1995).  Yet,  TRICARE,  like  CHAMPUS,  is  available  only  to  beneficiaries  under 
the  age  of  65.  This  means  older  retirees  are  eligible  for  care  in  mihtary  medical  facihties 
on  a  space  available  basis  only  (Arcari,  Giaimo,  Rohrbough,  Strobridge,  &  Torsch,  1995; 
OASD,  1994).  Herein  lies  a  dilemma.  TRICARE  is  designed  to  maximize  use  of  military 
medical  facilities  before  turning  to  contracted  civilian  care.  As  TRICARE  is  implemented 
throughout  the  MHSS,  space  available  for  non- TRICARE  beneficiaries  will  decrease  and 
any  space  that  is  available  will  be  managed  according  to  a  beneficiary  priority  system 
Older  military  retirees  must  operate  within  this  beneficiary  priority  system  of  treatment. 

The  MHSS  is  responsible  for  providing  health  care  services  to  nearly  nine  milfion 
beneficiaries  (Lanier  &  Boone,  1993).  Its  primary  (readiness)  mission  is  to  conserve  the 
fighting  strength  by  providing  health  care  to  active  duty  mihtary  members.  Its  secondary 
(peacetime)  mission  is  to  provide  health  care  to  beneficiaries  within  a  prioritized  system 
Priority  of  care  is  to  active  duty  mihtary  members  first;  next  are  dependents  of  active  duty 
members,  then  retired  mihtary  members,  and  finahy,  dependents  of  retirees  (Mihtary 
Compensation  Backgrormd  Papers,  1991). 

Another  factor  impacting  the  available  space  in  mihtary  medical  facihties  is  continued 
base  closures.  As  bases  are  closed  mihtary  medical  facihties  are  moved,  downsized,  or 
closed  leaving  httle  or  no  provision  of  health  care  through  the  MHSS  in  those 
geographical  locations.  Given  the  age  restrictions  on  CHAMPUS  and  TRICARE,  the 
priority  system  of  care,  and  continued  base  closures,  mihtary  retirees  who  are  age  65  and 
older  must  rely  more  and  more  on  Medicare  and  private  health  insurance  to  meet  their 
health  care  needs.  As  a  result  retirees  are  incurring  greater  out-of-pocket  expenses  for 
their  health  care. 


3 


Military  retirees  feel  they  are  being  stripped  of  "promised"  health  care  benefits.  They 
feel  they  were  enticed  into  service  with  this  "promise"  and  earned  their  benefits  through 
sometimes  diflBlcult  and  dangerous  military  service  and  personal  sacrifices.  Retirees  feel  it 
is  unfair  to  force  them  to  adjust  to  these  new  changes  during  retirement,  requiring  them 
to  asgnmft  greater  out-of-pocket  expenses  at  a  time  when  many  individuals  are  least  able 
to  adjust  to  changing  financial  circumstances.  They  also  find  it  ironic  that  these  benefits 
are  being  cut  as  a  result  of  armed  forces  success,  such  as  the  end  of  the  cold  war 
(Burrelli,  1992).  In  an  effort  to  live  up  to  its  "promise"  the  MHSS  should  assist  this 
group  of  beneficiaries  in  availing  themselves  of  all  permitted  benefits,  including  select 
DoD  health  promotion  and  illness  prevention  programs.  A  better  understanding  of  older 
military  retirees'  self-care  behaviors,  suppliers  of  self-care  information,  and  tools  of  self- 
care  management  will  allow  the  MHSS  to  address  the  distinctive  needs  of  older  military 
retirees. 

.  Problem  and  Purpose  Statements 

Little  is  known  about  the  self-care  behaviors  of  the  elderly,  in  general,  or  more 
specifically,  about  those  of  older  military  retirees.  Available  sources  of  information,  such 
as  individual  medical  records  and  utilization  management  statistics,  reflect  primarily 
illness  patterns  and  the  use  of  professional  health  care  interventions  -  not  self-care 
behaviors. 

Healthy  People  2000  (U.S.  DHHS,  PHS,  1991)  highlighted  the  need  for  research  in 
the  areas  of  primary  and  secondary  prevention  for  older  adults  m  order  to  identify  ways  of 
maintaining  health,  independence,  and  function  in  later  hfe.  Murphy  and  Coletta  (1995) 
vahdated  this  need  by  acknowledging  the  "munerous  gaps  and  omissions"  (p.  3 1)  in  the 
research  database  that  supports  clinical  decisions  related  to  preventive  care  for  the 
elderly. 

As  the  benefits  of  health  promotion  and  illness  prevention  activities  among  the  elderly 
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are  recognized,  such  as  in^roved  health  status,  improved  quahty  of  life,  and  reduced 
health  care  costs  (Fries,  Bloch,  Hanington,  Richardson,  &  Beck,  1993a;  Pierce,  Fulmer, 
&  Edelman,  1994;  Reichel,  1995),  it  becomes  imperative  that  the  MHSS  focus  efforts  on 
developing  such  programs  for  its  retiree  population.  Once  equipped  with  appropriate 
self-care  information  and  tools,  retirees  can  minimize  health  care  ejq)enditures  for 
themselves  and  the  government  (Medicare)  by  practicing  healthy  self-care  behaviors. 

Fundamental  to  the  development  of  any  health  promotion  or  illness  prevention 
program  is  a  thorough  assessment  of  existing  practices  and  perceived  needs  (Edelman  & 
Mandle,  1994).  The  problem  is  the  dearth  of  information  on  the  self-care  behaviors  of 
older  military  retirees  makes  it  difficult  to  provide  them  with  appropriate  self-care 
information  and  tools.  It  was  the  goal  of  this  study  to  fiOfi  in  some  of  the  gaps  and 
omissions  in  existing  knowledge  and  to  generate  baseline  information  that  would  aid  in 
the  development  of  health  promotion  and  illness  prevention  programs  for  older  military 
retirees.  Therefore,  the  purpose  of  this  study  was  to  identify  the  self-care  behaviors 
practiced  by  community-based  military  retirees  age  65  and  older,  their  suppliers  of  self- 
care  information,  and  their  self-care  management  tools. 

Study  Questions 

This  study  asked  the  following  three  questions:  1)  What  are  the  self-care  behaviors 
practiced  by  community-based  military  retirees  age  65  and  older?  2)  Who  are  the 
supphers  of  self-care  information  to  community-based  military  retirees  age  65  and  older? 
3)  What  self  care  management  tools  are  used  by  community-based  mflitary  retirees  age 
65  and  older?  Selected  personal  characteristics  of  these  military  retirees  were  also 
examined. 

Definition  of  Terms 

The  World  Health  Organization's  definition  of  self  care  in  health  (as  cited  by 
Lenihan,  1988)  was  adopted  for  this  study's  definition  of  self-care  behaviors: 
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...  the  activities  individuals,  families  and  communities  undertake  with  the  intention 
of  enhancing  health,  preventing  disease,  limiting  illness,  and  restoring  health. 
These  activities  are  derived  from  technical  knowledge  and  skiUs  from  the  pool  of 
both  professional  and  lay  e^qperience.  They  are  undertaken  by  lay  people  on  their 
own  behali^  either  separately  or  in  participative  collaboration  with  professionals. 

(p.  285) 

The  application  of  a  particular  self-care  behavior  implied  an  individual  practiced  that 
behavior. 

Community-based  individuals  were  persons  residing  in  any  livmg  arrangement  outside 
of  a  formal  custodial  mstitution  or  nursing  home.  This  included,  but  was  not  limited  to, 
private  homes,  shared  dwellings,  and  retirement  communities. 

All  individuals  who  were  categorized  as  mihtary  retirees  under  any  DoD  directive  or 
United  States  Code  (U.S.C.)  were  recognized  as  military  retirees  within  this  study.  Older 
individuals  were  those  persons  who  were  65  years  of  age  or  older. 

A  supplier  of  self-care  information  was  any  source  that  generated  or  transmitted  that 
information.'  This  included,  but  was  not  limited  to,  the  professional  community,  media, 
friends,  family  members,  or  even  the  self  Self-care  information  was  any  data  that  could 
potentially  aid  or  direct  an  individual  in  caring  for  self 

A  tool  of  self-care  management  was  any  instrument  used  to  manage  self-care.  Tools 
of  self-care  management  center  primarily  around  printed  and  electronic  media  forms  (i.e. 
advertisements,  home  health  books,  pamphlets,  or  videos).  They  also  include  various 
reminder  and  tracking  systems  (i.e.  medication  reminders  or  log  books).  Additionally, 
self-care  management  tools  can  be  processes  presented  by  people  (i.e.  verbal  instructions, 
lectures/seminars,  demonstrations). 

Personal  characteri.stics  referred  to  selected  demographic  variables.  These  included 
age,  gender,  ethnicity,  marital  status,  number  of  dependents,  branch  of  service,  category 
of  rank,  years  of  mihtary  service,  education  level,  current  employment  status,  range  of 
income,  and  health  insurance  coverage. 
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Significance  to  Nursing  and  the  MHSS 

In  1992  the  number  of  older  persons,  65  years  or  older,  accounted  for  12.7%  (32.3 
milhon)  of  the  United  States  population,  an  increase  of  three  percent  (1.1  million)  since 
1990.  This  number  is  expected  to  reach  13%  by  the  year  2000  and  20%  by  2030. 
Additionally,  this  population  is  living  longer  and  the  average  life  expectancy  has 
increased.  In  1991,  persons  reaching  age  65  were  expected  to  live  an  average  of  17.4 
years  longer  (19  years  for  women  and  15  years  for  men).  Ninety-five  percent  of  older 
persons  in  1990  lived  in  a  noninstitutionalized,  community-based,  setting.  In  1992, 
approximately  69%  of  noninstitutionalized  older  persons  lived  with  someone  while  the 
remaining  3 1%  lived  alone  (AARP  &  AoA,  1993).  Twenty-three  percent  of  community- 
based  older  persons  in  1986  had  health-related  difficulties  with  one  or  more  actives  of 
daily  living  (ADL)-and  28%  of  them  had  difficulty  with  one  or  more  instrumental 
activities  of  daily  living  (lADL)  (AARP  &  AoA,  1993). 

A  classic  study  by  Zook  and  Moore  (1980)  was  conducted  at  six  sites  and  involved 
the  review  of 2,238  medical  records  that  were  randomly  selected  from  42,880  records. 
Through  this  record  review  Zook  and  Moore  (1980)  identified  that  in  1976  the  13%  of 
high-cost  users  of  medical  care  consumed  as  many  resources  as  the  87%  low-cost  users. 
They  found  that  the  aged,  persons  over  65  years  of  age,  disproportionately  accounted  for 
approximately  40%  of  the  high-cost  users  and  only  15%  of  the  low-cost  users. 
Interestingly,  they  also  showed  that  "adverse  life  styles"  were  noted  more  frequently  in 
the  medical  records  of  high-cost  user  than  low-cost  users  and  offered  suggestions  of 
preventive  health  care.  By  1987  older  persons,  65+  years,  represented  12%  of  the  United 
States  population  yet  accounted  for  36%  of  the  total  personal  health  care  expenditure 
(AARP  &  AoA,  1993). 

Nursing,  like  all  health  care  disciplines,  has  a  responsibility  of  containing  health  care 
co^s  while  ensuring  chents’  health  care  needs  are  met.  One  way  this  can  be  accompHshed 
is  by  equipping  chents  with  the  necessary  information  and  tools  to  care  for  themselves. 
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Health  promotive  and  illness  preventive  self-care  interventions  can  impact  utilization  of 
health  care  resources  and  ultimately  costs.  According  to  Fries  et  al.  (1993b)  multiple 
studies  have  demonstrated  that  the  provision  of  mformation  and  guidelines  about  self-care 
management  can  lower  rates  of  use  of  services  by  7-17%  when  associated  with  modest 
interventions.  The  interventions  offered  objective  guidelines  to  assist  individuals  in 
decision  making  and  provided  information  for  home  treatment  when  appropriate.  Fries  et 
al.  (1993b)  stated  these  modest  interventions  appeared  not  only  to  enhance  individuals' 
information  base,  but  also  to  increase  confidence  that  much  illness  was  self-limiting.  Fries 
et  al.  (1993b)  cited  two  studies  where  increased  levels  of  confidence  about  health  care 
decisions  reduced  the  costs  of  long-term  health  care,  even  among  people  with  chronic 
illness. 


This  study  sought  to  identify  the  self  care  behaviors  practiced  by  community-based 
mihtary  retirees  age  65  and  older,  their  supphers  of  self-care  information,  and  their  self- 
care  management  tools.  Through  this  inquiry  nursing  and  the  MHSS  are  better  informed 
of  these  variables  and  can  provide  appropriate  self  care  information  and  tools  to  older 
mihtary  retirees  through  health  promotion  and  illness  prevention  programs. 


Assumptions 

The  following  assuirq)tions  underhe  this  research  study: 

1.  Information  obtained  from  subjects  is  valuable  to  the  practice  of  nursing. 

2.  Subjects  answered  the  questions  honestly. 

3.  Self  care  practices  are  relevant  to  the  indwidual's  level  of  health  and  well-being. 

4.  Suppliers  of  self  care  information  and  tools  of  self  care  management  uiq)act  the 
individual's  ability  to  care  for  self 

5.  Self  report  of  self  care  behaviors,  self-care  information  supphers,  and  self  c 
management  tools  yielded  accurate  data. 


-care 
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Sununary 

With  the  changing  health  care  benefits  of  older  military  retirees  the  MHSS  has  an 
opportunity  and  responsibility  to  promote  health  and  prevent  illness  among  these 
beneficiaries.  Retirees  can  minimize  health  care  expenditures  for  themselves  and  the 
government  (Medicare)  by  practicing  healthy  self-care  behaviors.  However,  little  is 
known  about  the  self-care  behaviors  practiced  by  older  military  retirees.  The  current  self- 
care  behaviors  practiced  by  these  retirees  needs  to  be  identified  so  health  promotion  and 
illness  prevention  programs  can  focus  on  enhancing  healthy  practices  and  correcting 
unhealthy  practices.  Suppliers  of  self-care  information  should  be  identified  so  information 
can  be  channeled  through  these  sources  to  ensure  maximum  program  utilization  and 
mformation  dissemination.  Additionally,  the  tools  of  self-care  management  should  be 
identified  so  self-care  information  is  presented  through  tbe  proper  means  and  so  health 
care  providers  can  learn  which  tools  are  most  effective.  Until  more  information  is 
obtained  existing  health  promotion  and  illness  prevention  programs  cannot  effectively 
focus  on  the  special  needs  of  older  military  retirees. 

In  Chapter  n,  Howe's  (1994)  conceptual  model  of  self-care  case  management  and  a 
review  of  the  literature  are  presented.  Howe's  (1994)  conceptual  model  of  self-care  case 
management  was  used  as  the  guiding  framework  for  this  study.  The  objective  of  self-care 
case  management  and  the  key  components  within  the  model  are  discussed.  The  major 
areas  addressed  withia  the  literature  review  are  self-care  behaviors  of  the  elderly, 
suppliers  of  self-care  information,  and  tools  of  self-care  management. 


CHAPTER  n 


REVIEW  OF  LITERATURE 


Conceptual  Model 

According  to  Howe  (1994)  there  are  four  distinct,  yet  interconnected,  models  of  case 
management.  They  are  self-care  case  management,  primary  care  case  management, 
episodic  care  case  management,  and  brokered  care  case  management.  An  imderstanding 
of  these  terms  offers  clarification  of  the  differences  and  the  relationships  between  each 
model  of  case  management.  Howe  (1994)  offered  the  following  definitions: 

Self-Care  Case  Management  -  Any  health  preventive  or  promotive  action 
carried  out  as  a  direct  result  of  a  person's  decision  to  care  for  himselfiherself 
Primary  Care  Case  Management  -  Preventive  or  promotive  care  by  a  health 
care  provider  credentialed  and  privileged  to  diagnose  and  treat. 

Episodic  Care  Case  Management  -  Health  care  provided  by  one  or  more 
caregivers  as  a  result  of  an  episodic  iUness,  injury,  or  condition. 

Brokered  Care  Case  Management  -  Coordinated  health  care  provided  [by 
services  or  agencies  coordinated  through  a  case  manager  not  involved  in  the 
delivery  of  direct  care]  with  the  intention  of  organizing  care  in  an  appropriate, 
timely,  and  cost-effective  manner,  (p.  3) 

While  each  model  is  mutually  exclusive  it  is  also  interdependent  of  the  others  by  design. 
This  point  is  emphasized  by  adopting  different  perspectives  on  case  management.  These 
models  can  be  viewed  as  independent  models  of  care;  as  coexisting  models  (i.e.  self-care 
case  management  within  the  plan  of  care  of  another  model);  or  as  a  continuum  of  case 
managed  care  progressing  fi-om  a  lower  level  (self-care)  to  a  higher  level  (brokered  care). 
For  purposes  of  this  study  the  primary  adopted  view  was  that  of  self-care  case 
management  as  an  mdependent  model  of  care.  The  view  of  coexistmg  models  was 
acknowledged  for  the  sole  purpose  of  categorizing  prescribed  interventions  individuals 
chose  to  carry  out. 
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Objective  of  Self-Care  Case  Management  Model 

In  the  self-care  case  management  model  the  individual's  decision  to  care  for  self  is  the 
driving  force  for  action.  Action  within  the  other  models  is  predicated  on  the  decisions  of 
people  outside  of  the  individual  and  motives  are  directed  at  more  than  care  of  the 
individual.  This  becomes  evident  when  one  examines  the  imderlying  objectives  of  each 
model.  The  objective  of  primary  care  case  management  centers  around  diagnostic  and 
intervention  services  that  are  beyond  the  client's  capacity;  its  aim  is  health  promotive. 
Episodic  care  case  management's  objective  centers  around  specialized  diagnostic  and 
intervention  services  that  are  beyond  the  capabilities  of  the  client  and  the  primary  care 
provider.  It  is  generally  provided  during  periods  of  stress  with  the  aim  of  decreaaung  that 
stress  for  both  the  client  and  the  primary  care  provider.  The  objective  of  brokered  care 
case  management  is  to  match  the  target  population,  those  in  need,  with  the  appropriate 
services.  Whether  those  services  are  generalized  or  specialized  is  decided  by 
predetermined  agreements  and  standards  of  practice  in  relation  to  the  identified  need. 

The  entire  aim  of  brokered  care  case  management  is  finding  the  right  fit  between  existing 
needs  and  available  services.  The  objective  of  self-care  case  management  differs 
significantly  from  the  objectives  of  these  three  models.  Howe  (1994)  stated  "the 
objective  of  self-care  case  management  is  to  maintain  an  optimal  level  of  health  and  well¬ 
being  within  natural  boundaries  and  capabilities"  (p.  7).  The  aim  of  self-care  case 
management  is  the  maintenance  of  optimal  health  and  well-being.  The  limitations  of  self- 
care  case  management  are  imposed  only  by  the  individual's  natural  boundaries  and 
capabilities. 

To  formulate  the  objective  of  self-care  case  management  Howe  (1994)  borrowed 
various  concepts  from  Roy's  adaptation  theory,  Orem's  theory  of  self-care,  and  Camevah 
and  Patrick's  model  of  reqiiirements  and  resources.  The  mamtenance  of  optimal  health 
and  well-being  within  natural  boimdaries  parallels  Roy's  concept  of  adaptive  responses. 
Within  Roy's  theory  persons  are  adaptive  systems  which  have  varying  adaptation  levels. 
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Adaptation  levels  impact  persons'  responses.  These  responses  can  be  adaptive  or 
ineJffective.  "Adaptive  responses  contribute  to  health,  the  process  of  being  and  becoming 
integrated;  ineffective  responses  do  not"  (Chinn  &  Kramer,  1991,  p.  187).  Thus  if  one  is 
able  to  effectively  implement  self-care  case  management  within  the  natural  boundaries  of 
one's  adaptation  level  the  resulting  adaptive  responses  will  maintain  optimal  health  and 
well-being.  Howe  (1994)  further  stated  that  "...  a  person's  drive  to  adapt  to  an  ever- 
changing  environment  supports  the  desire  to  maintain  an  optimal  level  of  self-care"  (p. 
48). 

The  maintenance  of  optimal  health  and  well-being  within  one's  capabilities  reflects 
Orem's  concept  of  self-care  agency.  Self-care  agency  refers  to  the  capabilities  of 
individuals  that  empower  them  to  engage  in  self-care  (Cast,  et  al.,  1989).  Orem  believed 
that  "self-care  activities  maintam  life,  health,  and  well-being"  (Chian  &  Kramer,  1991,  p. 
183).  If  a  person  has  limited  capabilities  to  carry  out  self-care  case  management  then  the 
capacity  to  maintain  health,  life,  and  well-being  are  also  limited.  Howe  (1994)  believed 
that  "the  strengtheniag  of  self-care  capacity  is  the  ultimate  mtervention  toward  promoting 
and  achieving  the  maximum  level  of  independence  and  quality  of  Ufe"  (p.  48). 

To  bring  together  the  concepts  contaiaed  within  the  self-care  case  management 
objective  Howe  turned  to  CamevaU  and  Patrick's  model  of  requirements  and  resources. 
Within  this  model  Camevali  and  Patrick  (1993)  stated  "Daily  Living  generates 
requirements  that  must  be  met,  while  Functional  Capacities  and  External  Resources 
provide  the  resources  to  meet  these  requirements"  (p.  6).  The  relationship  between 
requirements  and  resources  can  be  seen  as  a  balance.  Furthermore,  "health  (usmg  this 
model)  may  be  defined  as  the  achievement  of  a  balance  between  health-related 
requirements  of  daily  Irving  and  the  resources  for  meeting  those  requirements  hi  such  a 
way  that  weU-bemg  and  a  degree  of  satisfaction  with  quality  of  life  is  attained"  (Camevali 
&  Patrick,  1993,  p.  6). 
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Variables  in  Self-Care  Case  Management  Model 
After  delineating  the  objective  of  self-care  case  management  Howe  (1994)  identified 
the  variables  contained  within  the  model.  The  variables  are  customer,  supphers,  and 
tools.  The  customer  is  the  person  seeking  health  care  advice,  the  self 

Within  this  model  the  supphers  of  self-care  information  are  principally  family,  friends, 
and  the  media;  yet,  may  also  include  the  professional  community  or  even  the  self  The 
self  can  be  a  suppher  of  self-care  information  based  on  self  discovery  through  previous 
experiences  or  trial-and-error.  Howe  (1994)  astutely  pointed  out  that  the  customer  must 
weigh  the  rehabihty  and  vahdity  of  the  information  received  from  these  sources  and 
decide  if  it  should  be  utilized. 

Tools  are  "the  instruments  of  self-care  management  and  center  around  media"  (Howe, 
1994,  p.  7).  Some-examples  are  printed  and  electronic  media.  In  the  past  it  was 
predominantly  printed  media  forms  but  has  expanded  to  electronic  forms  with  the  advent 
of  radio,  television,  videos,  and  now  computers.  Various  reminder  and  tracking  systems 
(i.e.  medication  reminders  or  log  books)  and  processes  (i.e.  verbal  instructions, 
demonstrations,  and  lectures/seminars)  are  viewed  as  tools  since  these  systems  and 
processes  assist  the  customer  in  managing  self-care. 

Relationship  of  Objective,  Variables,  and  Study 
The  researcher's  conceptualization  of  the  relationship  between  the  self-care  case 
management  objective  and  variables  is  presented  in  Figure  1.  This  figure  illustrates  that 
the  objective  of  self-care  case  management  is  to  maintain  an  optimal  level  of  health  and 
well-being.  The  figure  also  demonstrates  a  relationship  between  the  individual's  natural 
boxmdaries  and  capabihties.  As  self-care  case  management  is  practiced  through  self-care 
behaviors  an  individuars  self-care  capacities  are  strengthened  and  natural  boundaries 
expanded.  When  this  occurs  the  individual's  optimal  level  of  health  and  well-being  are 
maintained  and  possibly  elevated.  The  expanded  natural  boundaries  allow  the  individual 
exposure  to  more  suppliers  of  self-care  information  and  self-care  management  tools. 


Optimal  Level  Of  Health  &  Well-Being 


Figure  1:  Relationship  of  Self-Care  Case  Management  objective  and  variables. 
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Subsequently,  exposure  to  more  suppliers  and  tools  provides  them  with  the  opportunity 
to  weigh  the  reliability  and  vahdity  of  new  information  and  assess  the  effectiveness  of  new 
management  tools  that  could  further  strengthen  self-care  capacities  and  expand  natural 
boxmdaries.  Inherent  in  this  process  is  the  recognition  of  the  limitations  of  self-care 
capacities  and  natural  boundaries.  Just  as  it  is  important  to  recognize  what  one  can  do 
for  themselves,  it  is  equally  in^ortant  to  delineate  what  one  cannot  do  independently. 

A  bi-directional  relationship  exists  between  the  three  variables;  customer,  supphers, 
and  tools.  Customers  seek  out  supphers  of  self-care  information  and  self-care 
management  tools  to  assist  them  with  self-care  activities.  Supphers,  on  the  other  hand, 
seek  out  customers  to  serve;  as  wefl  as  self-care  management  tools  that  will  facihtate  their 
supply  process.  Tools  of  self-care  management  are  devised  and  utilized  according  to  the 
prevalence  and  satisfaction  of  customers  and  supphers.  Essential  to  the  success  of  self- 
care  case  management  is  the  individuars  decision  to  care  for  self  The  presence  of  ah 
three  variables  means  nothing  without  this.  Hence,  the  effective  interaction  of  the  three 
variables  in  addition  to  the  decision  to  care  for  self  equate  to  self-care  case  management. 

This  study  sought  to  identify  the  self-care  behaviors  (the  product  of  self-care  case 
management)  practiced  by  commimity-based  mihtary  retirees  (the  customers)  age  65  and 
older.  It  also  asked  these  retirees  to  identify  their  supphers  of  self-care  information  and 
self-care  management  tools.  Data  generated  from  this  investigation  provides  a  better 
understanding  of  the  variables  that  influence  self-care  case  management  and  highhghts 
areas  where  nursing  and  other  health  care  disciplines  can  contribute  to  enhance  the  self- 
care  case  management  of  older  mihtary  retirees. 

Selected  Review  of  Literature 

The  concept  of  self-care  has  been  with  humans  since  the  beginning  of  their  existence. 
Individuals  were  practicing  self-care  behaviors  long  before  the  evolution  of  modem 
medicine.  Even  with  the  advances  in  today’s  medicine  and  technology  individuals 
continue  to  rely  on  self-care  for  a  major  portion  of  their  health  care  needs  (Dean,  1989a; 
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Padula,  1992).  Kickbusch  (1989)  traced  the  development  of  the  "self-care  movement" 

from  the  1950s  and  1960s,  when  physicians'  authority  was  rarely  questioned  and  patients 

were  to  behave  in  a  comphant  manner;  through  the  1970s,  a  period  of  awakening 

consumerism  and  questioning  of  power  within  the  physician-patient  relationship;  to  the 

1980s,  when  self-care  was  considered  a  fringe  activity  that  challenged  medical 

dominance.  Mockenhaupt  (1993)  succinctly  summarized  the  relevance  of  self-care  today: 

Self-care  is  gaining  recognition  from  the  formal  healthcare  system,  as  more 
managed  care  plans,  physicians,  and  other  professionals  incorporate  self-care 
programs  and  materials  in  their  delivery  systems.  And  now,  as  debates  rage  about 
the  shape  the  healthcare  system  will  take  as  we  move  into  the  twenty-first  century, 
the  role  of  self-care  as  part  of  healthcare  takes  on  new  mq)ortance.  (p.  5) 

Due  to  the  recognition  of  self-care  as  an  adjunct  to  professional  medical  care  health  care 

hterature  on  the  topic  of  self-care  has  expanded  greatly  over  tbie  past  two  decades. 

Literature  on  the  efi&cacy  of  self-care,  self-care  abihty,  predictors  of  self-care,  as  well  as 

instruments  and  models  of  self-care  aboimds.  However,  httle  of  the  literature  describes 

tbe  self-care  behaviors  of  the  elderly.  Since  this  study  focused  on  identifying  the  self-care 

behaviors,  supphers  of  self-care  information,  and  tools  of  self-care  management  of  an 

elderly  population  the  review  of  the  hterature  was  limited  accordingly.  The  review  of  the 

hterature  is  presented  using  an  integrative  approach  as  defined  by  Creswell  (1994).  An 

integrative  approach  involves  "summaries  of  past  research"  (Creswell,  1994,  p.  22)  and 

includes  mention  of  the  problem,  focus,  sample,  and  key  findings  of  the  studies  reviewed. 

Presented  here  is  an  analysis  of  the  hterature  in  relation  to  the  variables  of  this  study:  self- 

care  behaviors,  supphers  of  self-care  information,  and  tools  of  self-care  management. 

Self-Care  Behaviors 

The  majority  of  the  studies  found  related  to  specific  behaviors  and  were  usuahy  aimed 
at  measuring  the  effects  of  patient  education  interventions  or  sought  to  identify  the 
relationships  of  numerous  variables  to  specific  self-care  behaviors.  Few  studies  described 
the*  self-care  behaviors  of  the  elderly  for  everyday  living  (Brown  &  McCreedy,  1986; 
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Lubben,  Weiler,  &  Chi,  1989;  Punamaki  &  Aschan,  1994).  Brown  and  McCreedy  (1986) 
surveyed  a  sample  of  386  hale  elderly  ages  55  and  older.  They  found  that  those  persons 
performed  an  average  of  17.2  health  protective  behaviors.  Proper  nutrition,  adequate 
sleep,  and  no  smoking  were  the  most  frequently  practiced  activities.  Flossing  teeth  and 
fastening  seatbelts  were  among  the  least  practiced  activities.  Additional  activities 
included  alterations  in  diet  and  fluids,  medication  administration,  personal  habits  and 
hobbies,  and  social  activities.  Brown  and  McCreedy  (1986)  found  that  an  increased 
number  of  health  behaviors  was  not  necessarily  associated  with  improved  health  status. 
They  acknowledged  their  selection  of  30  health  habits  that  laypersons  believed  to  be 
beneficial  was  a  possible  explanation  for  this  finding  and  that  laypersons  could  be 
mistaken  about  the  health-conferring  properties  of  those  behaviors. 

The  purpose  of  Lubben,  Weiler,  and  Chi's  (1989)  study  was  to  describe  the  health 
practices  of  the  poor  elderly  and  to  examine  the  association  between  health  practices  and 
hospital  use.  Through  face-to-face  interviews  with  93 1  California  Medicare  subjects, 
with  a  mean  age  of  77.2  and  an  income  of  <$550/month,  Lubben,  Weiler,  and  Chi  looked 
at  smoking,  social  networks,  physical  activity,  weight  control,  sleep  patterns,  and 
consumption  of  whole  grains,  fruits  and  vegetables,  caffeine,  salt,  snacks,  and  breakfast. 
Their  variable  selection  was  guided  by  the  work  of  Belloc  and  Breslow  (1972).  Results 
showed  smoking,  limited  social  networks,  and  lack  of  regular  exercise  increased  the  odds 
of  subsequent  hospital  use. 

Punamaki  and  Aschan  (1994)  studied  self-care  in  Finland.  They  looked  at  health 
diaries  of  subjects,  27.8%  who  were  over  the  age  of  60,  to  find  out  what  self-care 
behaviors  were  practiced.  One-hundred-forty-two  diaries  were  reviewed.  They  found 
the  most  frequently  recorded  behaviors  were  drug  taking,  rest,  social  support,  exercise, 
reading,  solitude,  and  purposive  laziness.  Suppliers  of  self-care  information  were 
identified  as  lay  consultants  and  self-help  groups.  The  tools  of  self-care  management 
were  the  diaries  and  self-help  groups.  Additionally,  they  found  six  goals  for  self-care 
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practices  and  nine  causes  of  everyday  helplessness.  The  relationship  of  various 
demographic  variables  and  reported  resources  of  coping  and  sources  of  helplessness  to 
mastery  of  daily  life  w^ere  analyzed.  Results  showed  that  patients  used  a  variety  of  means 
in  attaining  mastery.  Punamaki  and  Aschan  ( 1994)  pointed  out  that  the  diversity  of  then- 
findings  might  be  related  to  the  way  self-care  was  operationalized,  via  the  subjects'  own 
definitions.  Thus  concern  was  raised  where  self-care  is  mostly  defined  from  a  medical 
perspective  and  is  only  regarded  as  a  supplemental  or  a  secondary  alternative  to 
professional  medical  care  or  when  self-care  focuses  only  on  responses  to  specific 
gymptnms  and  illnesses.  Punamaki  and  Aschan  (1994)  stated  self-care  could  best  be 
imderstood  through  the  study  of  the  history  and  lifestyle  of  the  community. 

Self-Care  and  Related  Variables 

Studies  addressing  self-care  requisites  (Harris  &  Williams,  1991),  ability  to  perform 
oral  care  (Felder,  James,  Brown,  Lemon,  &  Reveal,  1994),  cost-eflfectiveness  of  self-care 
(Richardson  &  Harrington,  1993),  correlates  of  self-care  (Nicholas,  1993;  SegaU  & 
Goldstein,  1989),  as  well  as,  coping  with  changes  in  self-care  needs  (Jopp,  CarroU,  & 
Waters,  1993;  Norbum  et  al.,  1995)  were  more  common.  Self-report  data  fi-om  a  study 
on  the  relationship  of  hardiness  and  self-care  practices  to  perceived  health  status  in  adults 
(55-92  years  of  age)  foimd  significant  links  of  hardiness  scores  and  self-care  scores  with 
perceived  health  status  (Nicholas,  1993).  Nicholas  (1993)  operationalized  self-care 
practices  as  exercise,  substance  use,  nutrition,  relaxation,  safety,  and  general  health 
promotion.  From  her  results  Nicholas  (1993)  concluded  that  hardiness  and  self-care 
practices  were  in:q)ortant  predictors  of  perceived  heath  status  in  older  adults. 

Norbum  et  al.  (1995)  studied  self-care  practices  used  m  coping  with  fimctional  status 
limitations.  Data  from  a  national  survey  of  interviews  with  3,485  noninstitutionalized 
adults  age  65  and  older  were  analyzed.  Use  of  alteration  in  behavior,  assistive  equipment 
or  devices,  and  modifications  to  surroundings  were  identified  as  the  primary  self-care 
strategies  for  coping  with  fimctional  status  limitations.  Norbum  et  al.  (1995)  also  found 
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that  the  use  of  personnel  assistance  was  used  to  supplement  these  self-care  behaviors 
rather  than  replace  them. 

Patterns  of  Self-fkre 

Some  studies  sought  to  identify  patterns  of  self-care  among  adults  (Cahian,  1989; 
Dean,  1989b;  Haug,  Wykle,  &Namazi,  1989;  Laflfrey,  1990).  Through  in-home 
interviews  of 465  persons  in  a  Danish  community,  ages  45  and  older.  Dean  (1989b)  found 
gender  and  social  networks  influenced  patterns  of  self-care  behaviors  and  responses  to 
illnesses.  She  specifically  looked  at  habits  of  alcohol  and  tobacco  use,  conscious  health 
enhancing  and  hazard  avoidance  behaviors,  and  symptom  management.  Dean  (1989b) 
found  that  men  were  more  likely  to  engage  in  harmful  behaviors  and  that  women  were 
more  likely  to  engage  in  health  protective  behaviors.  She  also  found  that  less  than  half  of 
the  sample  reported  undertaking  dehberate  health  promotion  behaviors  yet,  two-thirds  did 
report  hazard  avoidance  behaviors. 

Chronic  Conditions  and  Symptom  Management 

A  larger  number  of  studies  investigated  adherence  to  prescribed  self-care  behaviors 
for  chronic  conditions  or  symptom  management  and  most  often  included  samples  whose 
ages  spanned  from  young  adulthood  to  the  oldest  old.  Yet,  only  through  a  review  of 
these  studies  can  one  glean  information  about  the  actual  self-care  behaviors  of  the  elderly. 

Arthritis  and  joint  care.  The  purpose  of  Long  and  Holman's  (1989)  study  was  to 
assess  the  long-term  effects  of  an  arthritis  self-management  program  The  program 
consisted  of  individualized  self-care  contracts,  communication  skills  training,  diet  and 
nutrition  education,  and  instruction  on  the  appropriate  use  of  joints  and  was  offered  over 
a  six-week  period  (two  hours  per  week)  by  lay  community  leaders  to  589  people.  One 
group  received  reinforcement  of  self-care  behaviors  learned  in  the  six-week  course 
through  a  newsletter,  a  second  group  received  a  repeat  six- week  course,  and  a  third 
group  received  no  additional  instruction.  No  significant  difference  was  found  between 
the  groups'  retention  of  self-care  skills  over  time.  All  groups  did  experience  a  20% 


19 


decrease  in  pain,  14%  decrease  in  depression,  and  a  35%  decrease  in  physician  visits;  thus 
supporting  the  efficacy  of  teaching  self-care  skills. 

Conn  (1990)  mvestigated  what  self-care  actions  were  used  by  independently  living 
elderly  ages  62-92  for  the  management  of  joint  symptoms.  During  individual  interviews 
subjects  reported  over  65  joint  problems  and  86  related  self-care  actions.  Medication  use 
(56%)  was  the  most  common  self-care  action  followed  by  heat  application  (23%) , 
exercise  (13%),  and  rest  (11%).  Fifty-two  percent  of  the  subjects  reported  using  more 
than  one  self-care  action.  Suppliers  of  self-care  information  were  physicians  (44%),  self 
(through  experience,  trial-and-error,  or  "always  knew";  25%),  lay  consultation  with 
family  and  filends  (22%),  media  (television  and  radio,  7%),  and  medication  containers 
(2%).  Conn's  (1990)  study  was  very  informative  on  the  behaviors  related  to  joint  self- 
care  by  older  adults  and  is  reflective  of  the  type  of  studies  needed  within  the  context  of 
everyday  living. 

Cancer.  .Using  a  longitudinal  design,  Musci  and  Dodd  (1990)  studied  a  san:^)le  of  42 
cancer  patients  and  families,  half  who  were  over  the  age  of  50.  They  looked  at  affect  as  a 
predictor  of  self-care  related  to  diet  and  fluids,  activity,  and  medication  use  for  the 
management  of  chemotherapy  side  effects.  Musci  and  Dodd  (1990)  found  depression  and 
vigor  were  significant  predictors  of  patients'  and  families'  self-care  behaviors  during  the 
first  cycle  of  chemotherapy.  Severity  of  side  effects  consistently  predicted  self-care 
behaviors  during  all  three  cycles  of  chemotherapy.  Their  findings  hold  implications  for 
teaching  self-care  strategies  to  cancer  patients  and  their  families  but  cannot  be  generalized 
beyond  individuals  with  that  unique  experience. 

Dodd  and  Dibble  (1993)  conducted  a  similar  longitudinal  study  with  127  cancer 
patients  and  found  low  performance  status,  higher  anxiety,  less  social  support,  and  more 
education  were  significant  predictors  of  increased  self-care  behaviors.  Most  notable  from 
their  findings  was  the  data  that  showed  patients  became  more  self-rehant  when  it  would 
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be  expected  for  them  to  be  more  dependent.  The  data  also  confirmed  the  efficacy  of 
patient  education  in  relation  to  self-care  behaviors. 

Colds  and  inflnen/a  Conn  (1991)  undertook  a  study  to  examine  the  self-care 
behaviors  of  older  adults  for  the  management  of  cold  and  flu  symptoms.  A  san^le  of  160 
elderly  persons  ages  65-94  were  interviewed.  She  found  that  those  elderly  persons 
performed  preventive  behaviors  that  included  dressing  warmly,  good  nutrition,  use  of 
medications,  avoidance  of  others  with  colds/flu,  taking  vitamins,  altering  fluids, 
vaccination,  and  rest.  The  following  self-care  behaviors  were  altered  in  order  to  manage 
cold  and  flu  symptoms:  medication  use,  intake  of  food/fluids,  social  interaction, 
rest/activity,  and  specific  behaviors  related  to  breathing  and  elimination.  Twenty-five 
percent  of  the  subjects  reported  receiving  assistance  firom  another  person.  Conn  (1991) 
found  most  of  the  subjects  engaged  in  preventive  behaviors  (30%  for  colds  and  70%  for 
flu);  medication  taking  behavior  (79%  for  colds  and  95%  for  flu);  and  38%  obtained 
influenza  vaccination.  The  findings  presented  in  Conn's  (1991)  study  clearly  identified 
how  those  older  adults  managed  their  colds  and  flu  symptoms  and  have  implications  for 
professional  health  care  providers  in  educating  older  adults  on  the  benefits  of  influenza 
vaccination. 

Diabetes.  Self-care  behaviors  related  to  diabetes  were  the  focus  of  numerous  articles. 
Those  articles  primarily  addressed  self-care  knowledge  and  compliance  behaviors  related 
to  diet,  medication  administration,  and  metabohc  control  and  looked  for  predictors  of 
diabetes  self-care  behaviors  (Amir,  Rabin,  &  Galatzer,  1990;  Dellasega,  1990;  Hampson, 
Glasgow,  &  Toobert,  1990;  Hurley  &  Shea,  1992;  Irvine,  1989;  PoUy,  1992;  Polonsky  et 
al.,  1994;  Rost,  Flavin,  Schmidt,  &  McGUl,  1990).  Some  studies  measured  the  effects  of 
educational  programs  on  diabetic  self-care  behaviors  (Litzelman  et  al.,  1993;  Rubin, 
Peyrot,  &  Saudek,  1991;  Tu,  McDaniel,  &  Gay,  1993). 

Rost  et  al.  (1990)  found  significant  associations  between  self-care  behaviors  (blood 
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glucose  monitoring,  and  meal  skipping)  and  metabolic  control  in  a  cross-sectional  study 
of  patients  with  non-msulin-dependent  diabetes  mellitus  (NIDDM).  Patients  practicing 
blood  glucose  monitoring  exhibited  better  metabolic  control  while  patients  practicing 
meal  skipping  exhibited  poorer  metabolic  control.  However,  Rost  et  al.  (1990)  cautioned 
against  interpreting  the  findings  of  the  study  as  having  a  causal  effect  since  the  study's 
design  would  not  allow  causal  inferences  and  the  sample  size  was  small  (M=84). 

Rubin,  Peyrot,  and  Saude  (1991)  measured  the  effects  of  an  educational  program  on 
self-regulation  and  lifestyle  behaviors  of  165  patients,  approximately  16%  who  were  over 
the  age  of  63.  Based  on  self-reports  and  physiologic  measures,  they  found  that  lifestyle 
changes  in  diet  and  exercise  were  not  maintained  over  time  but  self-regulation  behaviors 
of  blood  glucose  monitoring  and  insulin  adjustment  were  in!q)roved.  Litzelman  et  al. 
(1993)  also  measured  the  effects  of  a  patient  education  and  care  management  program  on 
the  prevalence  of  risk  factors  for  lower  extremity  amputations  hi  patients  with  NIDDM. 
They  found  patients  participating  in  the  program  were  less  likely  to  have  serious  foot 
lesions  or  other  dermatological  abnormalities.  The  most  frequently  reported  self-care 
behaviors  for  foot  care  for  these  patients  were  washing  feet,  not  soaking  their  feet, 
inspecting  feet  and  inside  of  shoes,  drying  between  toes  after  washing,  and  filing  calluses. 
Both  of  these  studies  illustrated  the  benefits  of  supplying  patients  with  self-care 
information  and  tools. 

Other  researchers  looked  at  the  relationship  of  selftefBcacy  (Hurley  &  Shea,  1992), 
patient-medical  team  interactions  (Amir,  Rabin,  &  Galatzer,  1990),  and  health  behefs  and 
attitudes  (Hampson,  Glasgow,  &  Toobert,  1990;  Polly,  1992;  and  Polonsky  et  al.,  1994) 
to  diabetic  self-care  and  found  that  these  variables  could  be  used  as  predictors  of 
compliance  with  certain  diabetic  self-care  behaviors. 

Medication  management.  Wolfe  and  Schirm  (1992)  conducted  longitudinal  research 
on  the  post-hospitalization  effects  (knowledge  and  compliance  behaviors)  of  a  medication 
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counseling  program  for  elderly  patients  age  65  and  older.  Prior  to  discharge  from  the 
hospital  25  patients  were  given  medication  fact  sheets  along  with  medication  counseling 
and  25  were  given  coxmseling  only.  Measures  were  taken  at  the  time  of  discharge  and  at 
three  to  six  weeks  after  discharge.  Patients  who  received  the  combiaed  intervention 
exhibited  increased  knowledge  levels  but  this  finding  could  not  be  attributed  solely  to  the 
intervention.  However,  no  statistically  significant  relationship  existed  between 
knowledge  levels  of  medications  and  compliance  behaviors  of  medication  administration 
for  either  group.  Wolfe  and  Schirm  (1992)  discussed  issues  related  to  nonconq)liance  of 
medication  administration,  many  of  which  illustrated  the  lack  of  appropriate  tools  of  self- 
care  management,  emphasizing  that  self-care  information  alone  is  insufficient  for  self-care 
management. 

A  study  by  Conn,  Taylor,  and  Stineman  (1992)  explored  how  179  recently 
hospitalized  elderly  ages  65-101  managed  their  medications.  Some  of  the  variables 
explored  through  structured  interviews  were  medication  storage  and  items  related  to 
knowledge  of  medication  purpose,  prescription,  and  side  effects.  On  a  confidence  scale 
of  0-10  subjects  ranked  seven  or  higher  on  their  perceived  abihty  for  each  variable  with 
'knowing  how  to  obtain  further  suppHes  of  medications'  ranking  the  highest  (X  =  9.64). 
hi  this  study  it  was  found  that  forgetfulness  accounted  for  60%  of  medication  omissions 
and  that  almost  half  of  the  subjects  received  assistance  from  other  people  to  counteract 
that  problem  Spouses  and  children  accounted  for  79%  of  those  persons  offering 
assistance  and  the  remaining  21%  were  visiting  nurses,  unrelated  cohabitants,  or 
employed  in-home  assistants.  The  most  frequently  reported  strategies  used  for 
remembering  medications  were  placing  the  medications  in  a  particular  location,  taking 
medications  in  relationship  to  meals  or  bedtime,  and  using  timed  pill  boxes  or  other 
persons  to  remind  themselves  of  medications.  Other  management  strategies  for 
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medication  management  incorporated  the  use  of  reminder  and  tracking  systems. 

Another  study  by  Conn  (1992)  looked  at  how  elders  age  65  and  older  self-managed 
nonprescription  medications.  Through  structured  interviews  of  186  elderly  she  found  that 
58%  reported  mjSrequent  use  of  over-the-counter  (OTC)  medications,  28%  reported 
occasional  use,  and  only  14%  reported  frequent  use.  More  than  half  reported  using 
caffeine,  aspirin,  and  antacids.  Acetaminophen,  vitamins,  laxatives,  and  alcohol  were  also 
frequently  used.  Vitamins  were  used  for  preventive  uses  and  other  medications  for 
symptom  management.  According  to  Conn  (1992)  the  suppliers  of  information  on  these 
OTC  medications  were  health  care  providers,  sel^  family/fiiends,  advertisements,  and 
general  pubhc  information.  An  interesting  finding  was  that  80-92%  of  the  subjects 
reported  seeing  advertisements  for  either  aspirin,  laxatives,  antacids,  or  vitanoins  but  only 
5-12%  reported  they  were  influenced  by  those  advertisements.  Other  findings  showed 
that  OTC  medication  use  was  not  easily  predicted  by  demographic  variables  of  age,  sex, 
and  cohabitation. 

Myncardial  infarction.  Studies  on  self-care  behaviors  post-myocardial  infarction  (MI) 
included  elderly  subjects  in  their  samples.  Those  studies  focused  on  identifying  the 
relationship  of  state  and  trait  anxiety  (Rose,  Conn,  &  Rodeman,  1994),  anxiety, 
depression,  and  quality  of  life  (Conn,  Taylor,  &  Wiman,  1991),  social  support  and  self¬ 
esteem  (Conn,  Taylor,  &  Hayes,  1992),  and  self-efficacy  (Carroll,  1995)  with  compliance 
of  prescribed  self-care  behaviors.  They  found  that  there  was  a  low  correlation  of  anxiety 
and  quality  of  life  scores  with  performance  of  prescribed  self-care  behaviors  and  higher 
correlation  of  depression,  social  support,  self-esteem  and  self-efficacy  with  performance 
of  certain  prescribed  self-care  behaviors,  namely  exercise  and  medication  administration. 

Conn,  Taylor,  and  Casey  (1992)  conducted  interviews  with  post-MI  patients  to 
examine  the  relationship  between  participation  in  a  cardiac  rehabihtation  program  and 
several  variables,  including  performance  of  prescribed  self-care  behaviors.  They  foimd  a 
high  correlation  between  subjects  who  attended  the  cardiac  rehabihtation  program  and  the 
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performance  of  exercise  and  medication  administration  behaviors.  Their  finding  were 
consistent  with  previously  mentioned  studies. 

Summary  of  Self-Care  Behaviors  Literature 

As  evidenced  by  this  review  of  the  hterature  it  is  apparent  that  most  of  the  hterature 
focused  on  defining  the  efficacy  of  certain  self-care  behaviors  or  identifying  predictors 
and  patterns  of  self-care.  The  literatme  also  addressed  self-care  behaviors  within  the 
context  of  chronic  conditions  and  symptom  management  and  centered  on  measuring  the 
effects  of  medical  mterventions  and  educational  programs.  Studies  specific  to  the  elderly 
were  limited.  Even  though  the  issues  addressed  m  these  studies  are  important,  the  field  of 
inquiry  needs  to  be  expanded  to  include  investigation  of  self-care  behaviors  of  the  elderly 
within  the  context  of  daily  living  and  health. 

Suppliers  of  Self-Care  TnformatioTi 

Suppfiers  of  self-care  information  for  specific  disease  processes  were  inq)hed  in  the 
studies  on  self-care  behaviors.  The  primary  suppliers  in  those  studies  were  the  health  care 
providers  who  prescribed  specific  self-care  behaviors  for  the  management  of  chronic 
conditions.  Other  suppliers  of  self-care  information  foimd  in  those  studies  were  within 
the  primary  relationships  (family  and  fiiends)  and  secondary  relationships  (community)  of 
the  subjects. 

In  1982  Green  reported  on  preferred  sources  of  self-care  information.  As  part  of  a 
larger  study  246  famihes  in  a  California  community  were  surveyed  by  telephone  as  to 
their  preferred  source  of  self-care  information.  Thirty-eight  percent  of  the  respondents 
preferred  written  irfformation,  35%  preferred  non-MD  contact  (someone  other  than  a 
physician),  16%  preferred  television  programs,  6%  preferred  seminars,  and  5%  did  not 
respond.  A  second  survey  of  71  graduate  students  at  the  University  of  Washington  asked 
students  what  self-care  information  somces  interested  them  Eighty  percent  reported 
interest  in  written  information,  78%  were  interested  in  seminars,  72%  were  interested  in 
non-MD  contact,  and  42%  were  interested  in  television  programs.  Additional  sources 
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identified  by  respondents  mcluded  a  broad  range  of  written  materials,  telephone 
information  networks,  and  formal  education  programs. 

Ayers  (1989)  examined  the  ways  people  help  themselves  in  the  absence  of  formal 
(professional)  and  informal  (nonprofessional)  assistance.  He  classified  the  various  helping 
strategies  as  nonprofessional,  supplemental  nonprofessional,  and  professional 
Nonprofessional  strategies  consisted  of  help  obtamed  through  the  efforts  of  the  individual 
alone  or  in  conjunction  with  the  individuars  preexisting  social  network  of  fiiends,  family, 
and  coworkers.  Supplemental  nonprofessional  strategies  were  generated  from  outside  the 
individual's  usual  social  network  and  professional  strategies  were  help  from  formal 
sources  of  support.  Ayers  (1989)  also  stated  the  focus  of  help  seeking  could  be 
interpersonal  or  individual  As  such,  considering  the  sources  of  support  and  the  focus  of 
help  seeking,  help  could  be  generated  from  informal  social  networks,  organized  peer 
groups,  self-in^rovement  materials,  or  through  self-reliance.  In  further  discussion  of  the 
characteristics  of  these  help  sources  Ayers  (1989)  pointed  out  that  participation  in  peer 
support  groups  may  stimulate  use  of  other  help  sources,  formal  and  informal.  He  also 
addressed  a  variety  of  self-improvement  sources;  namely  printed  and  electronic  media, 
community  education  programs,  and  public  service  announcements.  In  summary,  Ayers 
(1989)  presented  a  vivid  picture  of  a  variety  of  sources  for  self-care  information;  the  sell^ 
primary  and  secondary  relationships,  professional  health  care  providers,  and  the  media. 

Another  1989  study  supported  Ayers  (1989)  conclusions  on  lay  helping.  Coons, 
McGhan,  and  Bootman  (1989)  surveyed  376  college  students,  ages  18-54,  who  visited  a 
student  health  service.  The  students  were  asked  what  sources  of  self-care  information 
they  used  for  decisions  regarding  self-care.  In  order  of  priority,  the  most  popxilar  sources 
were  family/fiiends,  prior  interactions  with  health  care  providers,  and  nonprescription 
medication  advertisements.  Coons,  McGhan,  and  Bootman's  (1989)  study  illustrated  use 
of  primary  relationships,  professional  health  care  providers,  and  media  as  sources  of  self¬ 


care  information. 
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A  newer  supplier  of  self-care  information  is  a  direct  result  of  expanding  technology. 
The  computer  industry  is  now  providing  the  public  with  self-care  information  through 
coBoqputer  assisted  instructions  (CAI).  Huss,  Salerno,  and  Huss  (1991)  used  CAI  for 
educating  26  adult  atopic  asthmatics,  ages  18-75,  on  the  implementation  of  dust  mite 
avoidance  measures.  On  two  separate  home  visits  the  researchers  found  these  patients 
demonstrated  increased  self-care  behaviors  for  allergen  avoidance  as  compared  to  a 
control  group. 

Reis  and  Wrestler  (1994)  conducted  a  study  to  assess  consumer  attitudes  toward  CAI 
for  self-care  of  the  common  cold.  Their  sample  consisted  of 260  young  adult  computer 
users  and  194  young  adult  computer  non-users.  They  foimd  that  the  non-users  preferred 
personal  contact  with  a  physician  and  felt  computerized  health  assessments  woidd  have 
"limited  vocabulary  and  range  of  cxjrrent  medical  information"  (p.  55).  Non-users  were 
also  more  likely  to  agree  that  people  mistrust  the  accuracy  of  conqjuter  data  and  that  the 
average  person  is  not  computer  literate  enough  to  use  CAI. 

This  review  demonstrates  that  different  suppliers  of  self-care  information  are  used  in 
different  situations.  These  may  include  primary  lay  relationships  hke  family,  friends,  and 
the  self  or  secondary  lay  relationships  such  as  the  local  community,  organized  peer 
support  groups,  and  social  organizations/associations.  Additional  suppliers  could  be 
professional  health  care  providers  or  printed  and  electronic  media. 

Tools  of  Self-Care  Management 

It  was  difficiilt  to  locate  all  the  studies  that  focus  on  the  tools  of  self-care 
management  since  most  are  addressed  within  the  context  of  self-care  behaviors  and 
suppliers  of  self-care  information.  It  was  also  sometimes  difi&cult  to  differentiate  between 
suppliers  of  self-care  information  and  tools  of  self-care  management,  especially  when 
discussing  various  media  forms.  An  example  of  this  dilemma  could  be  formd  in 
Hagopian's  (1991)  study  on  the  effects  of  a  weekly  newsletter  for  patients  undergoing 
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radiation  therapy.  The  study  was  conducted  with  a  sample  103  cancer  patients.  Fifty- 
two  subjects,  ages  23-84,  received  a  weekly  newsletter  that  provided  information  on 
radiation  therapy,  its  side  effects,  and  self-care  behaviors  to  minimize  or  alleviate  side 
effects.  Fifty-one  subjects,  ages  18-83,  were  in  the  control  group  and  did  not  receive  the 
newsletter.  At  first  glance  one  might  say  the  newsletter  was  a  suppher  of  self-care 
information.  Yet  the  suppher  of  self-care  information  was  the  clinic  that  sent  out  the 
newsletter  and  the  newsletter  was  a  tool  for  patients  to  use  in  guiding  self-care  behaviors 
for  the  management  of  radiation  therapy  side  effects.  The  results  of  Hagopian's  (1991) 
study  indicated  the  patients  in  the  experimental  group  scored  higher  on  knowledge  tests 
but  reported  no  significant  difference  in  the  efficacy  or  number  of  self-care  behaviors 
undertaken  or  in  the  severity  of  radiation  therapy  side  effects.  Results  showed  that  a 
newsletter  was  not- an  effective  tool  of  self-care  in  the  management  of  the  side- effects  of 
radiation  therapy. 

Another  tool  of  self-care  management  was  the  focus  of  Hiromoto  and  Dungan's 
(1991)  study.  Their  study  addressed  contract  learning  of  self-care  activities  with  five 
chemotherapy  patients  ages  29-83.  The  contract  for  learning  was  developed  after  a  nurse 
thoroughly  assessed  learning  needs,  level  of  interest,  preferred  learning  methods,  visual 
and  neurosensory  impairments,  and  self-care  requisites  of  each  patient.  Teaching  was 
accomplished  by  a  nurse  according  to  the  terms  of  the  contract.  They  found  that  four  of 
the  five  patients  expressed  a  willingness  for  and  commitment  to  self-care.  Thus  the  nurse 
was  the  supplier  of  self-care  information  and  the  contract  was  the  tool. 

Other  examples  of  self-care  management  tools  for  the  elderly  were  embedded  within 
numerous  studies  and  frequently  centered  around  patient  education  efforts  such  as 
pre-procedure  instructions  (WiUiams  et  al.,  1988;  Young,  de-Guzman,  Matis,  &  McClure, 
1994),  formal  programs  on  self-care  (DeFriese,  Woomert,  Guild,  Steckler,  &  Konrad, 
1988;  Fries,  Bloch,  Harrington,  Richardson,  &  Beck,  1993a;  Koseki  &  Reid.  1993; 
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Moore,  LoGeifo,  &  Inui,  1980;  Schmidt,  1993;  and  Vickery  et  al.,  1983),  and  self-help 
groups  (Trojan,  1989). 

A  combination  of  tools  were  used  in  the  community-based  smoking  cessation 
program  which  Utz,  Shuster,  Merwin,  and  Williams  (1994)  studied.  The  program 
eirployed  the  use  of  written  materials,  radio,  telephone  mformation  networks,  and  verbal 
instructions.  Participants  were  able  to  choose  which  of  these  management  tools  were 
most  effective  in  assisting  them  with  decreasing  or  quitting  their  smoking  habits.  Utz, 
Shuster,  Merwin,  and  Williams  (1994)  suggested  that  the  flexibility  of  the  self- directed 
program  was  an  important  factor  in  the  15%  smoking  cessation  and  41.5%  smoking 
decrease  rates  of  participants. 

The  literature  presented  in  this  review  showed  a  sampling  of  the  tools  used  for 
self-care  management.  There  are  a  variety  of  tools  available  for  self-care  management. 
The  printed  media  includes  newsletters,  newspapers,  pamphlets,  magazines,  books,  and 
written  advertisements.  Electronic  media  incorporates  television,  radio,  videos,  CAIs, 
online  services,  and  electronic  advertisements.  Systems  used  for  self-care  management 
frequently  are  log  books  or  diaries,  schedules  or  calendars,  and  tracking  or  reminder 
systems.  Processes  that  aid  in  self-care  management  are  health  care  provider  instructions 
and  learning  processes  of  lectures,  seminars,  and  demonstrations. 

Summary 

Howe's  (1994)  model  of  self-care  case  management  has  been  described.  The 
objective  of  self-care  case  management  was  presented  along  with  a  brief  discussion  of 
Howe's  (1994)  formulation  of  this  objective.  The  variables  of  the  self-care  case 
management  model  were  defined.  Figure  1  was  used  to  clarify  the  relationship  between 
the  self-care  case  management  model  objective  and  variables  (customer,  suppliers,  tools). 
Relevancy  of  the  model  to  this  study  was  also  addressed.  Specifically,  that  identification 
of  the  variables  defined  in  Howe's  (1994)  model  within  the  target  group  of  community- 
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based  military  retirees  age  65  and  older  would  provide  a  better  understanding  of  how 
those  variables  influence  self-care  case  management  of  older  military  retirees  and  generate 
baseline  data  that  could  be  used  in  the  development  of  appropriate  health  promotion  and 
disease  prevention  programs. 

A  selected  review  of  the  literature  addressing  the  self-care  behaviors  of  the  elderly, 
supphers  of  self-care  iaformation,  and  tools  of  self-care  management  was  presented.  The 
review  clearly  illustrated  the  need  for  studies  that  focus  on  self-care  behaviors  of  the 
elderly  within  the  context  of  health  and  daily  living.  Furthermore,  studies  addressing 
chronic  conditions  need  to  be  conducted  with  limited  age  groups  to  identify  the  self-care 
behaviors  of  specific  age  cohorts.  Suppliers  of  self-care  information  and  tools  of  self-care 
management  used  by  the  elderly  need  to  be  clearly  defined  so  expenditures  of  time  and 
money  will  have  benefits  for  greater  numbers  of  elderly  and  a  greater  return  for 
investments. 

In  Chapter  DI  the  methodology  of  this  study  is  presented.  Research  design, 
population  and  sample,  and  the  protection  of  human  subjects  are  discussed.  Instrument 
development  is  presented  in  detail.  Lastly,  the  processes  for  data  collection  and  data 
analysis  are  addressed. 


CHAPTER  in 


METHODOLOGY 

Overview 

A  descriptive  survey  design  and  convenience  sample  were  used  for  this  study. 
Approval  for  conducting  this  study  was  received  from  the  Colorado  Multiple  Institutional 
Review  Board  (COMIRB)  at  the  University  of  Colorado  Health  Sciences  Center  and 
from  the  hospital  where  the  study  was  conducted.  Consent  was  obtained  from  each 
potential  research  subject  prior  to  data  collection.  The  Mini-Mental  State  Examination 
(MMS)  (Folstein,  Folstein,  &  McHugh,  1975)  was  used  to  screen  potential  subjects. 

Data  on  self-care  behaviors,  sources  of  self-care  information  suppliers,  and  self-care 
management  tools  was  collected  through  structured  interviews  using  a  researcher 
developed  interview  questionnaire.  Descriptive  statistics  were  used  to  analyze  the  data. 

Research  Design 

A  descriptive  survey  design  was  selected  for  this  study.  Bums  and  Grove  (1993) 
stated  a  descriptive  study  is  "designed  to  gain  more  information  about  characteristics 
within  a  particular  freld  of  study"  (p.  293).  Data  is  collected  on  existing  variables  and 
used  to  assess  and  vahdate  current  conditions  and  practices  or  to  make  informed 
decisions  and  plans  for  improving  health  care  practices  (LoBiondo-Wood  &  Haber, 

1994).  Polit  and  Hungler  (1995)  further  explained  the  ptirpose  of  a  descriptive  study  is  to 
"observe,  describe,  and  document  aspects  of  a  situation  as  it  naturally  occurs"  (p.  178). 

The  two  major  advantages  of  descriptive  survey  research  are  that  a  vast  amomt  of 
mformation  can  be  collected  from  a  large  population  in  a  relatively  economical  manner 
and  surveys  can  yield  surprisingly  accurate  data  (LoBiondo-Wood  &  Haber,  1994). 

Other  advantages  of  descriptive  survey  research  are  it  allows  inquiry  of  phenomena  that 
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are  not  amenable  to  experimentation  and  it  holds  strong  realism  since  it  looks  at 
phenomena  within  its  naturahstic  environment  (Polit  &  Hungler,  1995).  Disadvantages 
are  "mformation  obtained  in  a  survey  tends  to  be  superficial, ...  conducting  a  survey 
requires  a  great  deal  of  expertise  in  a  variety  of  research  areas, ...  and  large-scale  surveys 
can  be  time-consuming  and  costly"  (LoBiondo-Wood  &  Haber,  1994,  p.  235). 

Smveys  are  designed  to  obtam  information  on  certain  variables  within  a  particular 
population.  Information  is  obtained  from  a  sample  of  the  population  by  means  of 
self-report  and  is  limited  primarily  by  the  wilhngness  of  respondents  to  report  on  the  topic 
of  inquiry  (Poht  &  Hungler,  1995).  Even  though  some  sources  stated  there  are  concerns 
about  the  accuracy  of  information  obtained  by  self-report  it  is  assumed  that  the 
information  respondents  provide  is  acceptable  for  inclusion  in  the  survey  (Windsor, 
Baranowski,  Clark,  &  Cutter,  1994;  Poht  &  Hungler,  1995).  The  various  methods  of 
survey  include  written  questioimaires,  telephone  interviews,  and  personal  interviews 
(Bums  &  Grove,  1993;  Poht  &  Hungler,  1995).  This  study  used  personal  interviews; 
therefore,  the  advantages  and  disadvantages  of  written  questionnaires  and  telephone 
interviews  were  not  discussed. 

Poht  and  Hungler  (1995)  stated  personal  mterviews  yield  high  quahty  information  and 
are  "the  most  respected  method  for  securing  survey  information"  (p.  188).  They  further 
identified  that  few  people  refuse  to  be  interviewed  in  person.  Windsor,  et  al  (1993)  stated 
"the  primary  strength  of  the  face-to-face  [personal]  interview  is  the  use  of  a  weh-traiQed 
interviewer  to  query  the  respondent  intensively  and  to  detect,  clarify,  and  foUow  up  on 
perplexing  answers  or  questions"  (p.  265).  Multiple  sources  were  quick  to  point  out  the 
disadvantages  associated  with  personal  interviews.  The  disadvantages  are  that  personal 
interviews  are  costly  to  conduct,  take  considerable  plamiing,  require  training  of 
interviewers,  and  can  be  time  consuming  (Bums  &  Grove,  1993;  Poht  &  Hungler,  1995). 
Despite  these  disadvantages  this  researcher  beheved  personal  interviews  were  the  most 
appropriate  method  for  gathering  the  desired  data  due  to  question  stmcture  (open- 
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ended),  recording  of  responses  (categorized  by  the  interviewer  during  interview  process) 
and  the  length  of  time  involved  in  completing  the  questionnaire  (an  average  time  of  47 
minutes). 

Population  and  Sample 

The  target  population  for  this  study  was  community-based  U.S.  military  retirees  age 
65  and  older.  A  convenience  sample  of  30  subjects  was  obtained  from  an  accessible 
population  of  military  retirees  receiving  health  care  at  a  mihtary  medical  treatment  facihty 
in  the  western  region  of  the  United  States.  It  was  anticipated  that  the  sample  would  be 
predominantly  Caucasian  males  due  to  the  composition  of  the  armed  forces  when  the 
subjects  woxild  have  served  in  the  military. 

Sampling  Technique 

Convenience  sampling  was  chosen  because  it  is  convenient  and  it  was  this  researcher's 
best  means  of  obtaining  reasonable  access  to  a  portion  of  the  target  population.  The 
advantages  of  this  sampling  technique  are  related  to  the  ease  with  which  the  researcher 
can  obtain  subjects.  Convenience  samples  are  less  expensive,  more  accessible,  and 
usually  require  less  time  to  acquire  than  other  samples.  The  disadvantages  of  this 
technique  are  the  risk  of  multiple  biases  existing  within  the  sarrq)le  since  subjects  are 
volunteers  from  a  particular  setting.  For  this  reason  the  generalizability  of  the  study 
findings  may  be  limited  if  the  final  sample  is  not  representative  of  the  target  population 
(Bums  &  Grove,  1993;  LoBiondo-Wood  &  Haber,  1995). 

It  was  acknowledged  that  a  larger  sample  size  is  desirable  to  increase  statistical  power 
and  generalizability  of  findings  to  the  target  population.  Even  so,  a  sanq)le  size  of  30  was 
sufficient  for  this  study  since  it  was  conducted  as  a  pilot  study.  Conducting  this  pilot 
study  allowed  the  researcher  to  refine  methodology  and  assess  the  feasibility  of 
conducting  a  large  scale  study  in  the  future  (Bums  &  Grove,  1993;  Poht  &  Hungler, 
1995). 
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Sanyling  Criteria 

Subjects  met  the  following  sampling  criteria  for  selection: 

1.  Community-based  resident. 

2.  United  States  military  retiree. 

3.  Sixty-fiye  years  of  age  or  older. 

4.  Spoke  and  understood  the  Enghsh  language. 

5.  Met  a  score  threshold  of  27  on  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975). 

6.  Willing  to  participate  in  a  personal  interview. 

The  criterion  of  meeting  a  score  threshold  on  the  MMS  (Folstein,  Folstein,  &  McHugh, 
1975)  was  established  to  screen  subjects  who  demonstrated  cognitive  impairment 
according  to  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  scoring  guidelines.  The 
score  threshold  of  27  was  selected  because  Folstein,  Folstein,  and  McHugh  (1975) 
reported  a  mean  score  of  27.6  for  "normal"  elderly  persons  (i.e.  no  clinical  cognitive 
impairment  or  affective  disorder).  Subjects  demonstrating  cognitive  in5)airment  were  not 
eligible  to  participate  in  the  study.  Three  potential  subjects  did  not  meet  the  score 
threshold  of  27  and  were  subsequently  dropped  from  the  study.  "Screening  of  mental 
status  holds  important  ittphcations  for  obtaining  informed  consent"  (Dellasega  &  Morris, 
1993.  p.  150)  and  for  the  subjects  ability  to  participate  in  a  personal  interview.  The  other 
inclusion  criteria  were  necessary  to  ensure  subjects  were  members  of  the  target 
popidation  and  could  participate  in  a  personal  interview. 

Sampling  Plan 

The  following  steps  were  followed  when  recruiting  subjects: 

1.  Potential  subjects  were  identified  by  hospital  staff  and  the  researcher  in  two 
outpatient  settings  of  the  medical  treatment  facility  where  the  study  was  conducted. 

2.  The  researcher  approached  potential  subjects  and  explained  the  purpose  and 
process  of  the  study,  associated  risks  and  benefits,  and  confidentiahty  issues. 

3.  The  consent  form  was  delivered  verbally  and  the  subjects  were  allowed  time  to 
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re-read  the  form  before  giving  written  consent. 

4.  Once  written  consent  was  obtained  the  subjects  were  asked  questions  related  to 
the  selection  criteria  and  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  was 
administered.  Subjects  were  informed  that  the  second  interview  was  lengthy  and  required 
them  to  recall  a  large  amount  of  information  and  that  their  performance  on  the  MMS  let 
this  researcher  know  if  they  would  be  able  to  understand  the  questions  and  recall  the 
necessary  information.  This  process  was  used  to  generate  a  pool  of  potential  subjects. 

5.  Upon  completion  of  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  subjects 
were  asked  to  provide  the  researcher  with  a  telephone  number  where  they  could  be 
contacted.  Subjects  were  informed  that  a  limited  nmnber  of  individuals  from  the  sampling 
pool  would  be  selected  for  participation  in  the  study  and  that  they  would  receive  a 
telephone  call  onlyM they  were  selected. 

6.  The  first  30  subjects  to  meet  the  selection  criteria  were  selected  for  the  study.  The 
remaining  Ust  of  potential  subjects  was  retained  in  the  event  of  attrition  or  mortality  of  a 
selected  subject. 

7.  Selected  subjects  were  contacted  by  telephone  and  an  appointment  was  made  for  a 
personal  interview.  Subjects'  consent  to  continue  participation  in  study  was  verified  over 
the  telephone.  Subjects  wishing  to  withdraw  from  the  study  or  who  were  unable  to 
schedule  an  appointment  for  a  personal  interview  were  dropped  from  the  study  and 
replaced  by  a  subject  from  the  list  of  potential  subjects.  Two  potential  subjects  withdrew 
from  the  study  at  this  point  and  were  replaced  with  subjects  from  the  sanq)ling  pool. 

8.  Personal  interviews  were  conducted  at  the  appointment  time  in  an  ofi&ce  provided 
by  the  medical  treatment  fecility.  Consent  to  participate  was  reverified  prior  to  the 
initiation  of  the  interview. 

9.  Subjects  who  failed  to  show  for  appointments  were  contacted  for  a  second 
appointment  time.  Two  potential  subjects  failed  to  show  for  interviews  and  could  not  be 
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reached  by  the  researcher  to  schedule  a  second  appointment  time.  Subsequently,  they 

were  dropped  from  the  study  and  replaced  with  potential  subjects  from  the  satcpling  pool 

Potential  selection  biases  could  have  resulted  from  this  process  of  sample  selection. 

First  and  foremost  were  the  limitations  associated  with  convenience  sampling.  Only 

subjects  identified  within  the  two  outpatient  areas  of  the  medical  treatment  facility  on  the 

days  and  times  that  the  researcher  was  present  had  the  possibility  of  being  selected. 

Additionally,  subjects  may  have  been  practicing  self- selection.  Polit  and  Hungler  (1995) 

cite  Kerlingefs  description  of  self-selection: 

Self- selection  occurs  when  the  members  of  the  groups  being  studied  are  in 
the  groups,  in  part,  because  they  differentially  possess  traits  or 
characteristics  extraneous  to  the  research  problem,  characteristics  that 
possibly  influence  or  are  otherwise  related  to  the  variables  of  the  research 
problem  (p.  178) 

Second,  were  the  restrictions  irrq)Osed  by  the  selection  criteria.  Only  subjects  who  meet 
the  selection  criteria  were  included  in  the  study.  This  eliminated  some  individuals  who 
demonstrated  cognitive  mq)airment  according  to  the  Mini-Mental  State  Examination 
(Folstein,  Folstein,  &  McHugh,  1975).  The  limitations  of  the  MMS  (Folstein,  Folstein,  & 
McHugh,  1975)  are  discussed  with  instruments.  Third,  were  the  restrictions  imposed  by 
a  need  for  telephone  contact  and  transportation.  Only  subjects  who  could  be  contacted 
by  telephone  to  schedule  an  appointment  for  a  personal  interview  and  could  attain 
transportation  to  an  interview  were  retained  in  the  study. 

Protection  of  Human  Subjects 

Approval  for  this  study  was  received  from  the  Colorado  Multiple  Institutional  Review 
Board  (COMIRB)  at  the  University  of  Colorado  Health  Sciences  Center  (Appendix  A) 
and  from  the  hospital  wdiere  the  study  was  conducted  (Appendix  B).  Prior  to  each 
interview,  the  pmpose,  risks  and  benefits,  and  confidentiality  of  the  study  was  restated. 
Consent  forms  (Appendix  C)  were  printed  using  large  black  print  on  buff  colored  paper 
for  ease  of  reading  for  the  subjects  (Shaw,  1992).  Written  consent  was  obtained  from 
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each  potential  research  subject  prior  to  data  collection.  The  researcher  informed  all 
subjects  of  their  right  to  terminate  the  interview  or  withdraw  from  the  study  at  any  time. 
Subjects'  mental  status  was  also  considered.  The  MMS  (Folstein,  Folstein,  &  McHugh, 
1975)  was  used  to  screen  subjects  prior  to  a  personal  interview.  Subjects  demonstrating 
cognitive  impairment  as  defined  by  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  were 
excluded  from  the  study  since  their  legal  capacity  to  give  consent,  ability  to  exercise  free 
power  of  choice,  and  knowledge  and  comprehension  of  the  subject  matter  might  have 
been  called  into  question  (Bums  &  Grove,  1993). 

Instruments 

Two  separate  instruments  were  used  in  this  study.  The  first  was  the  Mini-Mental 
State  Examination  (Folstein,  Folstein,  &  McHugh,  1975)  (Appendix  D)  and  the  second 
was  a  researcher  developed  interview  questionnaire  (Appendix  E).  The  interview 
questionnaire  was  used  to  guide  the  researcher  through  the  interview  process.  Discussion 
regarding  development,  reliability,  and  validity  of  each  instrument  follows. 

Mini-Mental  State  Examination  (MMS) 

The  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  in  Appendix  D  was  developed  in 
1975  to  assess  the  cognitive  mental  status  of  elderly  patients  experiencing  delirium  or 
dementia  syndromes.  It  is  a  questionnaire  consisting  of  11  questions  and  requires  5-10 
minutes  to  administer.  The  instrument  "concentrates  only  on  the  cognitive  aspects  of 
mental  fimctions,  and  excludes  questions  concerning  mood,  abnormal  mental  experiences 
and  the  form  of  thinking"  (Folstein,  Folstein,  &  McHugh,  1975,  p.  189).  The  specific 
categories  assessed  in  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  are  orientation, 
registration,  attention  and  calculation,  recall,  and  language.  The  instrument  is  divided 
into  two  sections;  the  first  part  "covers  orientation,  memory,  and  attention ...  [and]  the 
second  part  tests  ability  to  name,  follow  verbal  and  written  commands,  write  a  sentence 
spontaneously,  and  copy  a  con^lex  polygon ..."  (Folstein,  Folstein,  &  McHugh,  1975,  p. 
190).  The  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  is  administered  through  personal 
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interview  and  is  not  timed.  Subjects'  responses  are  scored  during  the  interview  process. 
Each  question  is  assigned  point  values.  A  maximum  total  score  of  30  can  be  obtamed  if 
all  questions  are  responded  to  correctly. 

The  major  advantage  of  this  questionnaire  hes  in  its  brevity  and  ease  of  administration 
(Folstein,  Folstein,  &  McHugh,  1975).  Linderbom  (1988)  also  identified  the  ease  of 
scoring  and  untimed  natmre  of  the  instrument  as  advantages.  She  fiirther  stated  that 
instrument's  ability  to  dififerentiate  between  levels  of  impairment  was  beneficial  to 
determining  the  fimctional  level  of  an  individual.  Even  though  Folstein,  Folstein,  and 
McHugh,  (1975)  identified  that  the  use  of  large  lettering  would  minimize  any  difi&culties 
patients  with  impaired  vision  might  experience  they  did  not  offer  suggestions  for 
minimizing  the  disadvantages  of  "heavy  rehance  on  verbal  and  auditory  coitq)etence"  that 
Linderbom  (1988,  p.  36)  identified.  Additionally,  the  inclusion  of  writing,  copying,  and 
reading  skills  are  disadvantages  of  this  instrument  for  a  older  persons  with  limited  formal 
education  (Dellasega  &  Morris,  1993;  Kittner  et  al.,  1986;  Linderbom,  1988).  To 
overcome  this  disadvantage  Kittner  et  al.  (1986)  and  Crum,  Anthony,  Bassett,  &  Folstein 
(1993)  offered  guidelines  for  adjusting  the  scores  of  subjects  with  varying  educational 
levels. 

Reliability 

To  establish  reliability  Folstein,  Folstein,  and  McHugh  (1975)  conducted  test-retest 
for  both  intra  and  interrater  rehability.  Intrarater  rehabihty  was  established  by  having  the 
same  examiner  administer  the  instrument  twice,  24  horns  apart,  with  the  same  subject.  A 
correlation  of  scores  by  Pearson  r  was  0.89  (p  <  .0001).  The  same  procedure  using  two 
different  examiners  was  repeated  to  establish  interrater  rehabihty.  The  Pearson  t  was 
0.82  (p.  <  .0001).  Additionally,  no  significant  differences  in  scores  were  noted  with  a 
Wilcoxon  I. 

Further  test-retest  for  intrarater  rehabihty  was  done  at  an  average  of  28  day  intervals. 
Folstein,  Folstein,  and  McHugh  (1975)  found  "no  significant  difference  in  these  scores  by 
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the  Wilcoxon  I  and  product  moment  correlation  for  test  1  vs  test  2  was  0.98"  (jl  <  .0001) 
(p.  194). 

Validity 

"The  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  was  tested  for  criterion  validity 
[with  three  diagnostic  groups  and  a  "normal"  group]  and  was  found  to  be  87%  sensitive 
and  82%  specific  for  cognitive  mq)airment"  (Dellasega  &  Morris,  1993,  p.  148). 
Additionally,  concurrent  validity  was  determined  by  comparing  the  scores  of  the  MMS 
(Folstein,  Folstein,  &  McHugh,  1975)  with  the  scores  of  the  Wechsler  Adult  Intelhgence 
Scale,  Verbal  and  Performance  in  patients  who  had  participated  in  both  examinations  in 
the  same  week.  Folstein,  Folstein,  and  McHugh  (1975)  formd  a  Pearson  r  of  0.78  (p.  < 
.0001)  between  the  MMS  and  the  Verbal  IQ  scores  and  a  Pearson  r  of  0.66  (p.  <  .001) 
between  the  MMS-scores  and  the  Performance  IQ  scores. 

Interview  Questionnaire 

When  data  is  collected  through  an  interview  the  interviewer  in  essence  becomes  the 
instrument.  It  is  therefore  imperative  that  the  interviewer  conduct  all  interviews  in  a 
consistent  manner  for  information  to  be  rehable  (Poht  &  Hungler,  1995).  For  this  reason 
aU  interviews  were  conducted  using  an  interview  questionnaire  (Appendix  E).  The 
interview  questionnaire  consisted  of  56  open-ended  questions.  Four  of  the  questions 
required  write-in  responses  and  the  remaining  questions  had  forced  response  sets.  Forty- 
five  of  the  questions  with  forced  response  sets  offered  a  write-in  option  for  the  category 
of  "other".  There  were  four  distinct  parts  to  the  questionnaire  (Demographic/Financial, 
Functional,  Physical,  and  Mental/Social)  that  addressed  fimctional,  physical,  mental, 
social,  financial,  and  health  promotion/disease  prevention  dimensions  as  they  related  to 
self-care  behaviors,  self-care  information  suppliers,  and  self-care  management  tools. 

These  dimensions  were  arrived  at  through  literature  review  and  are  discussed  in  the 
following  paragraphs.  Steps  taken  to  establish  this  questionnaire's  reliability  and  vahdity 
are  also  discussed. 
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Instructions  for  the  interviewer  and  subject,  transitional  statements,  and  alternate 
wording  were  printed  on  the  questionnaire  to  aid  the  interviewer  with  consistency  of 
administration.  Charts  (Appendix  E)  listiug  the  functional  activities,  physical  conditions, 
and  mental/social  conditions,  were  provided  to  subjects  during  the  interview  process  to 
aid  them  in  recalling  the  topics  that  were  addressed  so  they  could  provide  responses  to 
the  questions  on  their  suppUers  of  self-care  information  and  tools  of  self-care 
management. 

Tnstniment  Development 

The  interview  questionnaire  was  designed  using  a  multidimensional  approach.  This 
approach  was  based  on  literature  related  to  assessment  of  the  elderly.  Reichel  (1995) 
recommended  assessment  of  functional,  physical,  mental,  and  social  dimensions.  He  also 
suggested  assessment  ofvalues  (specifically  advanced  directives  and  end-of-life 
decisions),  health  promotion/disability  prevention,  and  settings  of  geriatric  care.  Ebersole 
and  Hess  (1994)  agreed  with  Reichel's  (1995)  recommendation  of  assessing  functional, 
physical,  mental  and  social  dimensions,  but  added  that  assessment  of  the  economic  status 
should  be  included.  Meanwhile,  Camevah  and  Patrick  (1993)  recommended  assessment 
of  functional  status  and  external  resources.  Together  their  two  dimensions  encompassed 
functional,  physical,  mental,  social,  and  financial  elements.  Based  on  this  literature  this 
researcher  chose  to  include  the  following  dimensions  on  the  interview  questionnaire: 
functional,  physical,  mental,  social,  financial,  and  health  promotion/disease  prevention 
Table  1  shows  the  dimensions  and  corresponding  question  numbers  of  the  items 
addressed  in  the  structured  interview  questionnaire. 

The  health  promotion/disease  prevention  dimension  was  included  because  of  the 
impact  it  could  have  on  self-care.  In  discussing  physical  aspects  of  health  promotion 
Hogstel  (1994)  identified  a  need  to  assess  physical  activity,  nutrition,  sleep,  periodic 
health  examinations,  and  high  risk  behaviors  (tobacco,  alcohol,  and  medication  use). 
Additionally,  the  initiatives  in  Healthy  People  2000  (U.S.  DHHS,  PHS,  1991)  for  older 
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adults  were  aimed  at  maintaining  health  and  functional  independence.  Hogstel's  (1994) 
comments  and  the  Healthy  People  2000  (U.S.  DHHS,  PHS,  1991)  initiatives  were  used 
to  guide  content  selection  for  the  health  promotion/disease  prevention  dimension. 
Questions  pertaining  to  health  promotion/disease  prevention  were  integrated  throughout 
the  questionnaire. 


Dimensions 


Question  numbers 


Demographics 

Financial 

Self-Care  Behaviors 
Fxmctional 

Physical 

Mental/Social 


1-9,  11 
10,  12- 12a 


13-15,  16-17,  19-20,  21, 
22-25a-b,  26 

29-29a,  30-30a,  3 1-3  la,  32-32a, 
33-33a,  34-34a,  35-35a,  37-37a, 
40-40a,  41-41a,  42-42a,  43-43a, 
44-44a,  45-45 a 

49-49a,  50-50a,  5 1-5  la,  52-52a, 
53-54 


Health  Promotion/Disease  Prevention  15a,  18-18a,  20a-b,  21a,  26a, 

30b,  31b,  33b-d,  35b,  36-36a, 
37b,  38-38a-b,  39-39a-b,  40b, 
42b,  44b,  46-46a-c 

Suppliers  27,  47,  55 


Tools 


28,  48,  56 
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Part  T:  Demographics/Financial.  The  fbrst  part  of  the  questionnaire  addressed 
demographics  and  the  financial  dimension.  Bums  and  Grove  (1993)  stated  it  was 
appropriate  to  begin  interviews  and  questionnaires  with  demographic  information  since 
subjects  are  familiar  with  this  information  and  it  is  considered  to  be  a  "safe"  topic.  It  was 
recognized  that  questions  regarding  finances  could  be  perceived  by  subjects  to  be 
intrasive.  For  this  reason  questions  pertaining  to  finances  were  stmctured  in  manner  that 
would  secure  the  necessary  information  while  preserving  a  degree  of  anonymity  for  the 
subjects. 

Part  IT:  Functional.  The  second  part  of  the  questionnaire  addressed  the  fimctional 
dimension,  elements  of  activities  of  daily  hving  (ADLs)  and  instrumental  activities  of  daily 
living  (lADLs).  Katz  (1963)  Index  of  Activities  of  Daily  Living,  The  Five- Item 
Instrumental  Activities  of  Daily  Living  Screening  Questionnaire  (Fillenbaum,  1985),  and 
an  adapted  version  of  the  lADLs  fi'omthe  Multidimensional  Assessment  Questionnaire 
(Reichef  1995)  were  used  to  guide  content  selection. 

Part  ITT:  Physical.  The  third  part  of  the  questionnaire  addressed  the  physical 
dimension,  acute  and  chronic  physical  conditions  common  to  the  elderly.  The  researcher 
reviewed  the  literature  to  identify  what  conditions  should  be  included  in  this  section.  It 
was  found  that  numerous  studies  had  been  conducted  to  identify  acute  and  chronic 
conditions  common  to  the  elderly.  McRae  (1995)  presented  a  concise  summary  of  those 
studies  in  Care  of  the  Elderly:  Clinical  Aspects  of  Aging  (Reichel,  1995).  According  to 
McRae  (1995)  a  1986  study  of  elderly  persons  over  the  age  of  65  reported  the  following 
top  four  physical  syirq)toms  for  men:  nocturia  (79.8%),  irregular  heart  beat  (24.8%),  cold 
feet  and  legs  (23.6%),  and  tinnitus  (23. 1%);  and  for  women  nocturia  (80.4%) ,  pedal 
edema  (30.5%),  cold  feet  and  legs  (28.6%),  and  constipation  (23.7%).  He  also  stated  a 
1988  National  Health  hiterview  Survey  found  respiratory  conditions,  injuries,  and  acute 
digestive  disorders  to  be  the  top  three  acute  conditions  reported.  The  same  survey 
reported  the  10  most  prevalent  chronic  conditions  were  arthritis,  hypertension,  hearing 
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impairment,  chronic  sinusitis,  cataracts,  deformity  or  orthopedic  impairment,  diabetes, 
visual  impairments,  and  tinnitus.  McRae's  (1995)  discussion  is  supported  by  other 
authors  and  study  findings. 

Healthy  People  2000  (U.S.  DHHS,  PHS,  1991)  identified  visual  and  hearing 
impairment.^  as  the  two  sensory  impairments  that  have  a  significant  ejBfect  on  the  quafity  of 
life  of  older  people.  This  effect  was  most  noted  in  the  area  of  fimctional  independence. 

Reichel  (1995)  identified  falls  as  the  leading  cause  of  accidental  death  for  persons  65 
years  of  age  and  over.  Both  Ebersole  and  Hess  (1994)  and  Reichel  (1995)  agreed  that 
falls  are  the  number  one  type  of  accidental  injury  among  the  elderly.  According  to 
Ebersole  and  Hess  (1994)  the  National  Institute  on  Aging  estimated  that  one-third  of  the 
elderly,  65  years  and  older,  who  live  at  home  fall  and  half  of  those  fall  repeatedly. 

A  Profile  of  Older  Americans  (AARP  &  AoA,  1993)  stated  most  older  persons  have 
at  least  on  chronic  iHness  and  many  have  more  than  one.  They  reported  that  in  199 1  the 
most  frequently  occurring  conditions  per  100  noninstitutionalized  elderly  were  "arthritis 
(48),  hypertension  (37),  hearing  impairments  (32),  heart  disease  (30),  orthopedic 
inpairments  (18),  cataracts  (17),  sinusitis  (14),  diabetes  (10),  and  tinnitus  and  varicose 
veins  (8  each)"  (p.  13). 

Based  on  these  findings  the  researcher  chose  to  address  the  following  acute  and 
chronic  physical  conditions  within  the  physical  dimension:  hearing  and  visual  impairments, 
tinnitus^  sinusitis,  respiratory  conditions,  arthritis,  osteoporosis,  falls,  heart  disease, 
hypertension,  circulation  in  the  lower  extremities,  diabetes,  digestive  disorders,  and  pain. 
The  element  of  "pain"  was  included  for  the  following  reasons.  There  are  several  myths 
associated  with  pain  in  the  elderly  (Ebersole  &  Hess,  1994)  that  may  influence  the 
reporting  and  identification  of  pain  as  a  complaint  of  the  elderly.  It  was  also  noted  that 
several  of  the  conditions  that  were  reported  have  an  element  of  pain  associated  with 
them  The  condition  of  incontinence  was  excluded  from  this  section  because  it  was 
addressed  in  Part  n  of  the  interview  questionnaire. 
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Part  TV-  Mental/Social.  The  fourth  part  of  the  questionnaire  addressed  the  mental 
and  social  dimensions,  specifically  emotions  and  social  support  systems.  Anxiety  and 
depressive  disorders  were  common  among  patients  seen  in  clinics  and  confusion  disorders 
among  institutionalized  patients  (Reichel,  1995).  Thel986  National  Center  for  Health 
Statistics  identified  affective  disorders  accoimted  for  52%  of  psychiatric  admissions, 
organic  disorders  for  20%,  schizophrenia  for  8%,  and  alcohol-related  diseases  for  5% 
(Reichel,  1995).  Ebersole  and  Hess  (1994)  stated  "depression  is  the  problem  of  greatest 
frequency  and  magnitude  in  the  aged  population"  (p.  549).  While  Hogstel  (1994) 
identified  mental  disorders  older  adults  may  experience  as  depression,  suicide,  organic 
mental  disorders,  and  substance  abuse.  The  reasons  for  suicide  vary.  Common  causes 
for  suicide  in  the  elderly  might  include  depression,  isolation,  physical/mental  illness  or 
pain,  or  loss  of  cognitive  capacities  (Ebersole  &  Hess,  1994;  Hogstel,  1994). 

Support  systems  play  an  important  role  in  the  well-being  of  the  elderly.  Support  is 
frequently  found  in  primary  (fiiends  and  family)  or  secondary  (commimity)  relationships 
and  occasionally  through  the  government  (Ebersole  &  Hess,  1994;  Hogstel,  1994; 
Reichel,  1995).  Additionally,  support  can  be  psychological  (emotional),  physical, 
material,  or  a  network  of  all  three  (Ebersole  &  Hess,  1994;  Hogstel,  1994;  Reichel, 

1995).  Based  on  this  literature  the  researcher  chose  to  address  the  following  elements 
within  the  mental  and  social  dimensions:  anxiety,  depression,  confusion,  isolation,  and 
social  networks  (specifically  primary  and  secondary  relationships). 

Response  set.s.  Response  options  for  questions  pertaining  to  self-care  behaviors  were 
based  on  interventions  identified  in  three  different  texts  on  the  care  of  older  adults; 
Toward  Healthy  Aging:  Human  Needs  and  Nursing  Response  (Ebersole  &  Hess,  1994), 
Nursing  Care  of  the  Older  Adult  (Hogstel,  1994),  and  Care  of  the  Elderly:  Clinical 
Aspects  of  Aging  (Reichel,  1995).  The  National  Survey  of  Self-Care  and  Aging 
(NSSCA)  instrument,  "Self-Care  Assessment  of  the  Community-Based  Elderly  Project" 
(1990)  from  the  University  of  North  Carolina  at  Chapel  Hill,  was  also  used  to  guide  the 
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researcher  in  defining  these  req)onse  sets.  Response  options  for  questions  on  health 
promotion/disease  prevention  were  based  on  recommendations  found  in  the  Clinician's 
Handbook  of  Preventive  Services:  Put  Prevention  Into  Practice  (U.S.  DHHS,  PHS, 
1994)  and  initiatives  foimd  in  Healthy  People  2000  (U.S.  DHHS,  PHS,  1991).  Finally, 
response  options  for  questions  conceroing  self-care  information  suppliers  and  self-care 
management  tools  were  based  on  findings  discussed  in  the  literature  review  in  Chapter  n 
and  were  guided  by  Howe's  (1994)  conceptual  model  of  self-care  case  management. 

The  issue  of  response  set  bias  should  be  mentioned  here.  There  is  the  tendency  of 
some  subjects  to  respond  to  items  in  a  characteristic  way,  independent  of  the  item's 
content  (Poht  &  Hungler,  1995).  The  researcher  feels  this  was  of  minimal  concern  with 
this  interview  questionnaire  since  subjects'  responses  were  categorized  by  the  researcher 
and  then  recorded  on  the  questionnaire. 

Reliability 

To  establish  reliability  the  researcher  adhered  to  the  instructions  on  the  interview 
questionnaire.  The  same  instructions  for  the  interview  process  were  read  to  each  subject. 
All  questions  were  asked  as  printed;  the  provided  alternate  wording  was  used  only  if 
subjects  did  not  appear  to  understand  the  question.  Printed  transitional  statements  were 
used  to  transition  fi:om  one  part  of  the  interview  questionnaire  to  the  next.  The 
researcher  asked  all  questions  m  the  same  order  and  manner. 

Content  Validity 

To  establish  content  validity  of  the  interview  questionnaire  the  instrument  was 
reviewed  by  five  nurse  experts.  A  cover  letter  explaining  what  was  required  of  these 
ejqperts  accompanied  each  questionnaire  (Appendix  F).  These  experts  were  asked  to 
examine  the  clarity  and  order  of  the  questionnaire  and  to  determine  if  the  questions 
addressed  the  concepts  of  self-care  behaviors,  self-care  mformation  suppliers,  and  self- 
care  management  tools  within  each  of  the  selected  dimensions.  Credentials  of  the  expert 
reviewers  are  listed  below. 
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1.  Assistant  Professor:  This  nurse  is  an  Assistant  Professor  in  the  undergraduate  and 
graduate  programs  at  the  University  of  Colorado  Health  Sciences  Center,  School  of 
Nursing.  She  also  holds  the  position  of  the  Baccalaureate  Program  Director.  She  is  a 
doctorate  prepared  nurse  with  22  years  of  experience  in  adult  musing  and  has  expertise  in 
development  of  survey  instruments  and  design. 

2.  Assistant  Professor:  This  nurse  is  an  Assistant  Professor  at  the  University  of 
Colorado  Health  Sciences  Center,  School  of  Nursing  and  teaches  graduate  courses  on 
aging  and  adult  health.  She  has  15  years  of  experience  in  care  of  the  elderly.  As  a 
doctorate  prepared  nurse  she  is  actively  iavolved  in  conducting  research  with  rural  elderly 
persons  and  rural  health  care  providers.  She  also  holds  the  position  of  the  Associate 
Director  with  the  Colorado  Geriatric  Education  Center. 

3.  Senior  Instructor:  This  nurse  is  a  Senior  Instructor  with  the  University  of 
Colorado  Health  Sciences  Center,  School  of  Nursing.  She  is  also  the  Executive  Director 
of  the  Colorado  Geriatric  Education  Center  and  Associate  Director  of  the  Native  Elder 
Health  Care  Resource  Center.  She  is  a  master  prepared  nurse  with  16  years  of 
experience  in  care  of  the  elderly  and  is  presently  responsible  for  teaching,  planning  and 
conducting  geriatric/gerontological  continuing  education  workshops, 
geriatric/gerontology  curriculum  development,  and  consultation.  She  also  offered 
expertise  on  survey  design. 

4.  Advanced  Practice  Nurse:  This  master  prepared  nurse  is  the  Geriatric  Evaluation 
Management  (GEM)  Program  Coordinator  and  Community  Health  Relief  Nurse  for  the 
Veterans'  Administration  Medical  Center  in  Denver,  Colorado.  Her  previous  experience 
includes  1 1  years  as  a  staff  nurse  in  caring  for  the  elderly,  two  years  as  a  staff  nurse  in  a 
nursing  home,  and  nine  months  as  the  GEM  Coordinator.  She  has  been  certified  in 
geriatric  nursing  for  the  past  six  years  and  in  rehabihtation  nursing  for  the  past  four  years. 
Shf  fiilfills  numerous  responsibilities  in  assessing  geriatric  patients  and  coordinating  in- 
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house  and  community  care,  as  well  as  participating  in  the  teachiug  role  of  the  medical 
center. 

5.  Nurse  Practitioner:  This  nurse  is  a  certified  Geriatric  Nurse  Practitioner.  She  has 
9  years  of  experience  in  care  of  the  elderly  and  is  presently  responsible  for  providing 
primary  care  to  a  geriatric  population  in  a  specialized  geriatric  outpatient  clinic. 

The  researcher  field  tested  the  interview  questionnaire  with  subjects  similar  to  those 
who  would  be  used  in  the  study.  Field  testing  allows  "the  researcher  to  identify  problems 
in  the  design  of  questions,  sequencing  of  questions,  or  procedure  for  recording  responses. 
It  also  allows  an  assessment  of  the  rehabihty  and  vahdity  of  the  interview  instrument" 
(Bums  &  Grove,  1994,  p.  366).  The  field  test  interviews  took  45-60  minutes  to 
p.nmplete.  Revisions  were  made  to  the  order  and  wording  of  some  questions  in 
accordance  with  the  reviewers'  recommendations  and  field  testing  results.  Questions 
pertaining  to  the  number  of  medications  used  by  the  subjects  and  additional 
immunizations  were  added. 

Data  Collection 

Data  collection  began  afl:er  written  consent  was  obtained.  Both  questionnaires  were 
administered  by  personal  interview.  The  advantages  and  disadvantages  of  personal 
interviews  was  discussed  in  previous  paragraphs  and  will  not  be  repeated  here.  The 
sampling  process,  discussed  previously,  delineated  how  subjects  were  screened  with  the 
MMS  (Folstein,  Folstein,  &  McHugh,  1975)  and  selected  for  a  second  interview. 

The  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  was  conducted  at  first  contact  with 
the  subjects  at  the  medical  treatment  facility.  During  administration  of  the  MMS 
(Folstein,  Folstein,  &  McHugh,  1975)  the  interviewer  and  the  subject  were  the  only  two 
people  in  the  room  Instractions  for  administration  of  the  questionnaire  were  strictly 
followed  (Appendix  D).  The  researcher  was  the  only  person  administering  this 
questionnaire. 
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The  second  interview  was  conducted  at  second  contact  with  the  subjects  in  an  office 
provided  by  the  medical  treatment  facility.  The  interviewer  reverified  the  subject's 
consent  to  participate  in  the  study  prior  to  starting  the  interview.  The  interviewer  and 
subject  were  the  only  two  people  in  the  room  The  interviewer  strictly  follow  the 
instructions  for  administration  of  the  questionnaire  (Appendix  E).  The  mterviewer  read 
interview  mstructions  to  each  subject  prior  to  interview  start.  The  interviewer  recorded 
the  interview  start-time.  The  mterviewer  progressed  through  the  questioimaire  in  the 
order  the  questions  were  printed.  The  mterviewer  read  all  questions  as  they  were 
worded.  Questions  were  repeated  as  necessary.  Alternative  wording  was  read  only  if  the 
subject  did  not  appear  to  understand  the  question.  The  mterviewer  recorded  subjects' 
responses  on  the  questionnaire  throughout  the  interview  process.  Probing  was  used  if  the 
interviewer  believed  a  subject's  response  was  incomplete  or  if  the  interviewer  was 
uncertain  of  the  response.  Printed  transitional  statements  were  used  to  ease  transition 
from  one  part  of  the  questionnaire  to  the  next  and  to  offer  consistency  in  the  manner  of 
administration.  Interviews  were  terminated  at  completion  of  the  questionnaire,  interview 
stop-time  recorded,  and  subjects  thanked  for  their  participation.  One  interview  was 
paused  for  seven  minutes  to  allow  the  subject  to  take  care  of  toileting  needs. 

Data  Analysis 

Descriptive  statistics  were  used  to  analyze  the  data.  "Descriptive  statistics  allow  the 
researcher  to  organize  the  data  in  ways  that  give  meaning  and  facilitate  insight,  to 
examine  a  phenomenon  j&om  a  variety  of  angles  in  order  to  understand  more  clearly  what 
is  being  seen."  (Bums  &  Grove,  1993).  According  to  LoBiondo-Wood  and  Haber  (1994) 
descriptive  statistics  incorporate  measures  of  central  tendency  (mode,  median,  mean), 
measures  of  variability  (modal  percentage,  range,  standard  deviation),  and  some 
correlation  techniques  (scatter  plots).  Since  the  pmpose  of  this  study  was  to  identify  the 
self-care  behaviors,  self-care  information  suppliers,  and  self-care  management  tools  of 
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community-base  military  retirees,  descriptive  statistics  were  an  appropriate  method  of 
data  analysis. 

The  Statistical  Package  for  the  Social  Sciences  (SPSS)  computer  software  program 
was  used  to  analyze  the  data.  All  data  was  entered  by  the  researcher  and  checked  for 
correctness.  Data  was  analyzed  according  to  the  self-care  dimensions  assessed 
(functional,  physical,  mental,  social,  financial,  and  health  promotion/disease  prevention) 
and  according  to  the  concepts  within  Howe's  (1994)  model  of  self-care  case  management 
(customer,  suppliers,  and  tools). 

Summary 

The  methodology  of  this  study  has  been  described.  The  research  design  and  sampling 
technique  were  discussed  along  with  associated  advantages  and  disadvantages  of  each. 
The  san:q)ling  criteria  and  plan  were  outlined  in  detail  and  measures  for  the  protection  of 
human  subjects  were  explaiued.  Instruments  were  described  and  issues  of  instrument 
development,  reliability,  and  validity  were  addressed.  The  processes  for  data  collection 
and  analysis  were  presented.  Chapter  IV  will  report  on  the  results  of  this  study. 


CHAPTER  IV 


RESULTS 

Introduction  to  Organization  of  Data 

Descriptive  statistics  (ranges,  modes,  frequencies,  percents,  means,  and  standard 
deviations)  were  used  to  analyze  data  from  the  MMS  (Folstein,  Folstein,  &  McHugh, 
1975)  and  the  interview  questionnaire.  Values  were  assigned  to  each  response  set  and  all 
data  were  entered  by  the  researcher  into  the  Statistical  Package  for  the  Social  Sciences 
(SPSS)  con:q)uter  program.  Results  were  computed  by  the  SPSS. 

Statistics  for  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  were  calculated  for  the 
total  sanq)le.  Results  were  reported  with  descriptive  statistics  of  range,  mode, 
frequencies,  i  and  percents. 

Demographics  of  the  sample  obtained  in  Part  I  (demographic/financial)  of  the 
interview  questionnaire  were  analyzed.  These  included  age,  gender,  ethnicity,  marital 
status,  number  Irving  in  household,  branch  of  service,  category  of  rank,  years  of  military 
service,  employment  status,  annual  household  income,  education  level,  and  health 
insurance  coverage.  Results  were  reported  with  descriptive  statistics  of  range, 
frequencies,  percents,  means,  and  standard  deviations. 

Data  pertaining  to  self-care  behaviors,  supphers  of  self-care  information,  and  tools  of 
self-care  management  were  analyzed  according  to  Part  11  (functional).  Part  IQ  (physical), 
and  Part  IV  (mental/social)  of  the  interview  questionnaire.  Data  on  self-care  behaviors 
for  health  promotion/disease  prevention  issues  were  collected  throughout  the  interview 
process  and  were  analyzed  as  a  separate  category,  independent  from  the  parts  of  the 
interview  questionnaire.  Results  were  reported  with  descriptive  statistics  of  frequencies 
and  percents. 
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Frequencies  and  percents  of  responses  for  questions  addressing  self-care  behaviors, 
suppliers  of  self-care  information,  and  tools  of  self-care  management  occasionally  totaled 
greater  than  100.0%  (K  =  30)  since  subjects  were  permitted  to  identify  more  than  one 
response.  Statistics  for  re^onses  to  items  subordinate  to  questions  with  skip-patterns 
were  calculated  with  a  value  equal  to  the  n\imber  of  subjects  responding  to  the  those 
questions;  exceptions  are  identified  within  individual  tables. 

Mioi-Mental  State  Examination  (MMS) 

Potential  subjects  were  identified  and  screened  for  cognitive  impairment  with  the 
MMS  (Folstein,  Folstein,  &  McHugh,  1975)  until  a  final  sanq)le  size  of  thirty  was 
obtained  (M  =  30).  Only  those  subjects  obtaining  a  score  of  27  or  greater  on  the  MMS 
(Folstein,  Folstein,  &  McHugh,  1975)  were  retamed  in  the  subject  pool.  The  length  of 
tune  for  administration  of  Folstein,  Folstein,  &  McHugh's  (1975)  MMS  ranged  fi’om  5-10 
minutes  with  a  mean  time  of  6.9  minutes.  The  scores  on  the  MMS  (Folstein,  Folstein,  & 
McHugh,  1975)  ranged  fi'om  27-30  with  a  mode  of  30.  Table  2  shows  the  frequencies 
and  percents  of  scores  obtained  by  the  final  sample. 


Table  2 

Scores  on  Mini-Mental  State  Examination  (M  =  30) 


Score 

/ 

% 

27 

4 

13.3 

28 

5 

16.7 

29 

9 

30.0 

30 

12 

40.0 

Interview  Questionnaire 

Data  regarding  subjects'  self-care  behaviors,  suppliers  of  self-care  information,  tools 
of  self-care  management,  and  select  personal  characteristics  were  collected  through 
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individual  structured  interviews  as  described  in  Chapter  HI.  The  length  of  time  for 
administration  of  the  interview  questionnaire  ranged  from  24-133  minutes  with  a  mean 
time  of  46.5  minutes  and  a  standard  deviation  of  25. 1  minutes.  One  interview  was  paused 
for  seven  minutes  to  allow  the  subject  to  take  care  of  toileting  needs.  Those  seven 
mmutes  were  subtracted  from  the  length  of  that  subject's  interview. 

Description  of  Final  Sample 

The  final  sample  consisted  of  thirty  subjects  (N  =  30).  Ages  of  the  subjects  ranged 
from  65-83  years.  The  mean  age  of  all  subjects  was  71.4  years  with  a  standard  deviation 
of  5.9  years.  Twenty-nine  (96.7%)  of  the  subjects  were  male  and  one  (3.3%)  was  female. 
Twenty-nine  (96.7%)  of  the  subjects  were  Caucasian  and  one  (3.3%)  was  Hispanic. 
Twenty-five  of  the  subjects  (83.3%)  were  married  at  the  time  of  data  collection,  four 
(13.3%)  were  widowed,  and  one  (3.3%)  was  separated/divorced.  Twenty  (66.7%)  of  the 
subjects  reported  two  persons  currently  living  in  the  household,  followed  by  one  person 
households  (n.  =  6,  20.0%),  three  person  households  (n  =  3,  10.0%),  and  four  person 
households  (n=  1,  3.3%). 

Nineteen  (63.3%)  of  the  subjects  were  Air  Force  retirees,  seven  (23.3%)  were  Army 
retirees,  three  (10%)  were  Navy  retirees,  and  one  (3.3%)  was  a  retired  Marine.  Twenty 
(66.7%)  of  the  subjects  were  retired  commissioned  officers,  eight  (26.7%)  were  retired 
enlisted  members,  and  there  was  one  (3.3%)  retired  warrant  officer  and  one  (3.3%) 
retired  officer  with  prior  enlisted  service.  The  years  of  military  service  ranged  from  20-34 
years  for  this  sanq)le.  The  mean  years  of  military  service  was  25.7  years  with  a  standard 
deviation  of  4. 1  years. 

Twenty-five  (83.3%)  of  the  subjects  reported  their  current  enq)loyment  status  as 
retired  and  five  (16.7%)  reported  they  were  stdl  employed  in  a  part-time  or  full-time 
position.  Annual  household  income  ranged  from  $10,001  to  >$75,001.  Three  subjects 
(10.0%)  reported  in  the  $10,001-$25,000  range,  13  (43.3%)  reported  in  the 
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$25,00 1-$50, 000  range,  six  (20.0%)  reported  in  the  $50,001-375,000  range  and  eight 
(26.7%)  reported  an  annual  household  income  >$75,001.  The  educational  level  of  the 
subjects  ranged  from  a  high  school  diploma/GED  (tt  =  1,  3.3%),  technical/trade  school 
(a=  1,  3.3%),  college  courses/no  degree  (il=  7,  23.3%),  associate  degree  (ii=  1,  3.3%), 
bachelors  degree  (e  =  11,  36.7%),  to  a  masters  degree  (e  =  9,  30.0%).  Twenty-eight 
Table  3 

Average  Subject  ProjSle  (H  =  30) 


Item 

Average  Response 

Age 

71.4  years 

Gender 

Male 

Ethnicity 

Caucasian 

Marital  status 

Married 

No.  living  in  household 

2 

Branch  of  service 

Air  Force 

Category  of  rank 

OfiQcer 

Years  of  military  service 

25.7  years 

Employment  status 

Retired 

Highest  level  of  education 

Bachelor  degree 

Range  of  annual  household  income 

$25,001-$50,000 

Health  insurance  besides  Medicare 

Yes 

Preventive  Health  insurance  coverage 

Yes 

(93.3%)  of  the  subjects  reported  carrying  health  insurance  besides  Medicare.  Of  those 
carrying  supplemental  health  insurance  nine,  or  32. 1%  of  the  28,  reported  coverage  for 
preventive  health  care  such  as  routine  physicals  or  disease  screening.  Table  3  provides  a 
description  of  the  average  subject  who  participated  in  this  study. 
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Self-Care  Behaviors 

Self-care  behaviors  of  subjects  were  assessed  in  parts  H,  HI,  and  IV  of  the  interview 


questionnaire  which  incorporated  the  functional,  physical,  mental,  social,  and  health 
promotion/disease  prevention  dimensions  of  self-care.  The  process  of  deciding  how  to 
categorize  subjects'  responses  was  considered  prior  to  data  collection.  Table  4  reflects 
the  final  decision  process  used  by  the  researcher  to  categorize  responses  during  the 
interview  process.  The  sub-categories  under  the  heading  of  "Other"  were  added  after 
data  collection  in  order  to  reflect  the  meankg  of  subjects'  responses  in  the  "Other" 
category. 

Table  4 

Categorization  of  Subjects'  Responses  According  to  Type  of  Intervention 


- 

Intervention 

Functional 

Physical 

Mental 

Social 

Other 

Alter  task 

Alter  diet 

Increase  knowledge 

Primary  relationship 

No  change/ 

support 

perform  by  self 

Assistive  devices 

Alter  fluids 

Monitor  situation 

Secondary  relationship 

Nothing/ 

Equipment  use 

Alter  activity 

Alter  behavior 

support 

no  change 

Take  medications 

Spiritual  support 

Professional 

Functional 

Part  n  of  the  interview  questioimaire  addressed  the  fimctional  dimension  of  self-care 
behaviors,  specifically  activities  of  daily  living  (ADL)  and  instrumental  activities  of  daily 
Irving  (lADL).  Subjects  reported  interventions  they  used  to  take  care  of  and  to  continue 
performing  these  activities.  Table  5  shows  the  frequencies  and  percents  of  responses  of 
interventions  for  each  activity  addressed.  Overall,  the  most  frequently  occurring  response 
for  intervention  was  "Other",  accounting  for  nine  of  the  15  functional  activities  addressed. 
The  response  of  "no  change/perform  by  self  was  the  only  item  the  researcher  categorized 
in  the  "Other"  category  for  functional  activities.  Of  the  remaining  six  activities,  fimctional 
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Table  5 

Frequencies  and  Percents  of  Interventions  According  to  Functional  ActMtY  (M  =  30) 


_ Litervention _ 

Activity  Functional  Physical  Mental  Social  Other 

f  %  f  %  f  %  f  %  f  % 


Heavy  housework 

7 

23.3 

1 

3.3 

1 

3.3 

12 

40.0 

14 

46.7 

Telephone  use 

6 

20.0 

0 

0.0 

0 

0.0 

1 

3.3 

24 

80.0 

Traveling 

23 

76.7 

1 

3.3 

10 

33.3 

5 

16.7 

5 

16.7 

Shopping 

2 

6.7 

0 

0.0 

0 

0.0 

7 

23.3 

22 

73.3 

Handle  money 

2 

6.7 

0 

0.0 

5 

16.7 

13 

43.3 

12 

40.0 

Manage  medications 

7 

23.3 

0 

0.0 

27 

90.0 

2 

6.7 

1 

3.3 

Prepare  meals 

8 

26.7 

0 

0.0 

1 

3.3 

15 

50.0 

8 

26.7 

Feeding 

1 

3.3 

0 

0.0 

0 

0.0 

0 

0.0 

29 

96.7 

Care  for  teeth 

30 

100.0 

5 

16.7 

0 

0.0 

25 

83.3 

0 

0.0 

Bathing 

6 

20.0 

0 

0.0 

0 

0.0 

0 

0.0 

24 

80.0 

Grooming 

1 

3.3 

0 

0.0 

0 

0.0 

1 

3.3 

29 

96.7 

Dressing 

3 

10.0 

0 

0.0 

0 

0.0 

0 

0.0 

27 

90.0 

Incontinence* 

4 

57.1 

3 

42.9 

2 

28.8 

0 

0.0 

0 

0.0 

Toileting 

2 

6.7 

0 

0.0 

0 

0.0 

0 

0.0 

28 

93.3 

Mobility/transfer 

4 

13.3 

2 

6.7 

0 

0.0 

0 

0.0 

25 

83.3 

Note.  *A11  frequencies  and  percents  were  calculated  with  the  value  of  M  with  the 
exception  of  those  reported  on  incontinence.  Frequencies  and  percents  reported  for 
management  of  incontinence  represent  responses  of  subjects  who  reported  experiencing 
urinary  or  bowel  incontinence  (u.  =  7). 

interventions  were  most  frequently  reported  for  traveling,  care  of  teeth,  and  management 
of  incontinence;  social  interventions  were  most  frequently  reported  for  handling  money 
and  preparing  meals;  and  mental  interventions  were  most  frequently  reported  for 
management  of  medications.  The  least  reported  interventions  for  the  management  of 
ADLs  and  lADLs  were  physical  interventions. 
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Physical 

Part  in  of  the  interview  questionnaire  predominantly  addressed  the  physical 
dimension  of  self-care  behaviors,  specifically  acute  and  chronic  conditions  common  to 
older  adults.  Subjects  were  asked  if  they  experienced  a  specific  physical  condition.  If 
they  reported  experiencing  a  physical  condition  they  were  asked  to  report  the 
interventions  they  used  to  take  care  of  that  condition.  Table  6  shows  the  frequencies  and 
percents  of  responses  of  interventions  for  each  condition  that  the  subjects  reported.  For 
the  condition  "Falls",  only  the  responses  of  the  13  subjects  who  reported  experiencing  the 
condition  are  represented  in  Table  6.  Responses  related  to  interventions  for  the 
prevention  of  falls  are  reported  with  data  on  health  promotion/disease  prevention. 

Overall,  physical  interventions  were  the  most  fi'equently  reported  interventions, 
accounting  for  10  of  the  15  physical  conditions  addressed.  Three  of  those  conditions; 
osteoporosis,  hypertension,  and  diabetes;  had  other  interventions  reported  as  frequently 
as  physical  interventions.  Of  the  remaining  seven  conditions  fiinctional  interventions  were 
most  frequently  reported  for  trouble  hearing,  trouble  seeing,  and  prevention  of  falls; 
mental  interventions  were  most  frequently  reported  for  management  of  tinnitus  and 
decreasing  alcohol  use;  and  social  interventions  were  most  frequently  reported  for 
management  of  heart  disease.  No  interventions  were  identified  for  cessation  of  tobacco 
use  since  the  one  subject  that  reported  tobacco  use  reported  no  atten:q)ts  to  decrease  or 
quit  tobacco  use.  The  least  reported  intervention  was  in  the  category  of  "Other"  and 
were  identified  in  relation  to  four  conditions,  osteoporosis,  falls,  heart  disease,  and  upset 
stomach/heartbum.  The  response  of  "nothing/no  change"  was  the  only  item  the 
researcher  categorized  m  the  "Other"  category  for  the  management  of  physical 
conditions. 

Mental/Social 

,  Part  IV  of  the  mterview  questionnaire  addressed  the  mental  and  social  dimensions  of 
self-care  behaviors,  specifically  mental  conditions  and  relationships.  Subjects  were  asked 
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if  they  ejq)erienced  q)ecific  mental  conditions.  If  they  reported  experiencing  a  condition 
they  were  asked  to  report  the  interventions  they  used  to  take  care  of  themselves  when 
they  experienced  the  mental  condition.  Table  7  shows  the  frequencies  and  percents  of 
responses  of  interventions  for  each  condition  that  the  subjects  reported.  Overall,  the 
most  frequently  reported  interventions  were  mental  interventions.  Social  interventions 
were  reported  as  frequently  as  mental  interventions  in  caring  for  oneself  when 
experiencing  isolation.  The  least  reported  intervention,  "nothing",  was  categorized  as 
"Other"  and  was  reported  by  one  subject  as  the  intervention  for  confusion. 

Table  7 

Frequencies  and  Percents  of  Interventions  According  to  Mental  Condition  (li  =30) 


_ Intervention _ 

Condition  ^  Functional  Physical  Mental  Social  Other 

n  f  %  f  %  f  %  f  %  f  % 


Anxiety 

12 

0 

0.0 

3 

25.0 

11 

91.7 

1 

8.3 

0 

0.0 

Depression 

6 

0 

0.0 

2 

33.3 

5 

83.3 

2 

33.3 

0 

0.0 

Confusion 

3 

0 

0.0 

0 

0.0 

2 

66.7 

0 

0.0 

1 

33.3 

Isolation 

3 

0 

0.0 

1 

33.3 

2 

66.7 

2 

66.7 

0 

0.0 

Note,  tt  represents  the  munber  of  subjects  from  the  total  sample  (N  =  30)  who  reported 
experiencing  the  mental  condition.  All  frequencies  and  percents  were  calculated  using  the 
value  ofn. 


Subjects  were  also  asked  what  interventions  they  performed  in  order  to  maintain 
relationships  with  family,  friends,  and  the  community.  The  labels  of  the  interventions 
contained  in  the  response  sets  for  the  two  questions  addressing  primary  (fennly/friends) 
and  secondary  (community)  relationships  differed  from  the  response  sets  for  other  self- 
care  behavior  questions.  These  interventions  and  the  reported  frequencies  and  percents 
of  each  intervention  are  contained  in  Table  8.  Sharing  experiences,  followed  closely  by 
going  places,  was  the  most  frequently  reported  intervention  for  the  maintenance  of 
primary  relationships.  Joining  groups  and  clubs  was  the  most  frequently  reported 
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intervention  for  the  maintenance  of  secondary  relationships.  Acquiring  new  knowledge 
and  skills  was  the  least  reported  intervention  being  reported  16.7%  of  the  time  for 
primary  relationships  and  10.0%  of  the  time  for  secondary  relationships. 

Table  8 

Frequencies  and  Percents  of  Interventions  According  to  TvDe..Qf  Relationship  (N  =30) 


hitervention 

Relationshin _ 

Primarv 

Secondarv 

/ 

'% 

/ 

% 

Go  places 

28 

93.3 

15 

50.0 

Share  e?q)eriences 

30 

100.0 

19 

63.3 

Acquire  new  knowledge/skiUs 

5 

16.7 

3 

10.0 

Volunteer 

7 

23.3 

15 

50.0 

Join  groups/clubs 

5 

16.7 

24 

80.0 

Health  Promotion/Disease  Prevention 

Nutrition.  Nineteen  (63.3%)  of  the  subjects  reported  they  had  tried  to  improve  then- 
nutritional  habits  in  the  past  12  months.  Nine  (47.4%)  of  those  subjects  reported  the  use 
ofvitamins  and  mineral  supplements,  including  four  (13.3%)  who  reported  the  use  of 
calciiim  supplements.  Six  (31.6%)  reported  altering  dietary  fiber,  five  (26.3%)  reported 
altering  caloric  intake,  five  (26.3%)  reported  altering  sodium  intake,  one  (5.3%)  reported 
altering  caflFeine  intake,  and  four  (21.0%)  reported  other  behaviors  such  as  decreasing 
sugar  or  alcohol  consumption  or  use  of  algi  supplements. 

High  ri.sk  behaviors.  One  (3.3%)  subject  reported  the  use  of  tobacco  products  and 
reported  no  attenpts  to  decrease  or  quit  tobacco  use.  Six  (20.0%)  reported  consumption 
of  more  than  two  alcohohc  drinks  m  one  day.  Four  (66.7%)  of  those  six  reported  they 
were  trying  to  decrease  or  quit  their  use  of  alcohol.  The  type  of  interventions  they 
reported  using  were  mental  interventions  (75.0%)  and  physical  interventions  (50.0%). 
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Subjects  reported  taking  anywhere  from  one  to  12  different  medications  over  a  period 
of  one  day.  This  included  both  prescribed  and  over-the-counter  medications.  The  mean 
number  of  medications  taken  by  this  sample  was  5.43  with  a  standard  deviation  of  2.81. 

Activity  and  safety.  Twenty-three  (76.7%)  subjects  reported  exercising  a  minimum  of 
three  times  per  week  for  20  -  30  minutes.  Twenty-nine  (96.7%)  of  the  subjects  reported 
use  of  a  seatbelt  when  driving  or  riding  in  a  car.  AH  subjects  were  asked  what 
interventions  they  used  to  prevent  falls.  Responses  of  the  subjects  who  experienced  falls 
are  represented  in  Table  6.  The  17  subjects  who  had  not  experienced  falls  reported  using 
functional  interventions,  such  as  the  use  of  hand  rails  (n  =  11,  64.7%),  physical 
interventions  (i.e.  alteration  of  activity  or  medication  use)  (e  =  2,  1 1.8%),  mental 
interventions  of  increased  awareness  or  attentiveness  (a=  5,  29.4%),  and  "other"  or  no 
interventions  (e  =  5,  29.4%). 

Periodic  health  examinations.  Twenty-seven  (90.0%)  of  the  subjects  reported  having 
a  physical  examination  in  the  last  12  months.  Twenty-five  (83.3%)  reported  having  a 
dental  examination  and  seven  (23.3%)  reported  having  their  hearing  checked  during  that 
same  time  period.  Twenty-four  (80.0%)  reported  having  their  vision  checked  in  the  last 
two  years. 

AH  of  the  subjects  reported  having  some  type  of  cancer  screening  done  in  the  last  12 
months.  The  type  of  cancer  screenings  reported  included  screening  of  the  mouth 
(73.3%),  skin  (60.0%),  breasts  (3.3),  testes  (73.3),  prostate  (93.3%),  and  colon/rectum 
(66.7%)  with  aH  of  those  subjects  reporting  fecal  occult  blood  testing  in  the  last  12 
months.  One  (3.3%)  subject  reported  having  a  biopsy  performed  but  was  uncertain  of  the 
type  of  cancer  that  was  being  screened.  Nine  (30.0%)  of  the  subjects  reported 
performing  monthly  self  testicular  examinations.  The  one  female  subject  had  a  bHateral 
mastectomy  therefore  did  not  perform  monthly  self  breast  examination. 

AH  subjects  (100.0%)  reported  having  their  blood  pressure  checked  by  a  health  care 
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professional  in  the  last  two  years.  Twenty-eight  (93.3%)  of  the  subjects  reported  having 
their  cholesterol  checked  in  the  last  five  years.  One-hundred  percent  of  the  five  subjects 
who  reported  having  diabetes  reported  they  had  their  diabetes  checked  by  a  health  care 
professional  in  the  last  12  months. 

Twenty-three  (76.7%)  of  the  subjects  reported  obtaining  an  influenza  vaccine  in  the 
last  12  months  and  a  pneumonia  vaccine  at  least  once  in  their  lives.  They  also  reported 
that  other  immunizations,  such  as  Tetanus  or  Diphtheria,  were  up-to-date. 

Suppliers  of  Self-Care  Information 

At  the  end  of  parts  n,  El,  and  IV  of  the  interview  questionnaire  subjects  were  asked 
who  supplied  them  with  their  self-care  information  for  the  items  that  were  addressed  in 
that  part.  Table  9  shows  reported  frequencies  and  percents  of  suppliers  of  self-care 
information  according  to  the  dimension  of  self-care. 

Subjects  most  frequently  reported  primary  lay  relationships  (100.0%)  as  their  suppher 
of  self-care  information  for  the  functional  tasks  of  ADLs  and  lADLs.  Within  primary  lay 
relationships  aU  subjects  reported  self  (100.0%)  as  supplier  over  family  (26.7%)  and 
fidends  (16.7%).  The  media  (53.3%)  was  the  second  most  reported  supplier  of  self-care 
information  for  functional  activities  followed  by  professional  health  care  (50.0%).  The 
least  reported  supplier  of  self-care  information  for  functional  activities  was  secondary  lay 
relationships  at  26.7%  with  organized  peer  support  groups  at  6.7%. 

Professional  health  care  (100.0%)  was  reported  as  the  most  frequent  suppher  of 
self-care  information  for  acute  and  chronic  physical  conditions  common  to  older  adults. 
The  second  most  reported  suppher  was  the  media  (83.3%)  fohowed  by  primary  lay 
relationships  (80.0%)  with  self  being  reported  by  76.7%  of  the  subjects  and  both  family 
and  fiiends  being  reported  by  13.3%.  The  least  reported  suppher  of  self-care  information 
for  physical  conditions  was  secondary  lay  relationships  at  40.0%  with  local  community 
and  organized  peer  support  groups  at  13.3%  respectively. 
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Table  9 

Suppliers  of  Self-Care  Information  According  to  Self-Care  Dimension  (N=  30) 


_ Self-Care  Dimension _ 

Supplier  Functional  Physical  Mental/Social 

f  %  f  %  f  % 


Primary  lay  relation-ships 

30 

100.0 

24 

80.0 

28 

93.3 

Family 

8 

26.7 

4 

13.3 

19 

63.3 

Friends 

5 

16.7 

4 

13.3 

13 

43.3 

Self 

30 

100.0 

23 

76.7 

25 

83.3 

Secondary  lay  relationships 

8 

26.7 

12 

40.0 

20 

66.7 

Local  community 

5 

16.7 

4 

13.3 

13 

43.3 

Organized  peer  support  group 

2 

6.7 

4 

13.3 

2 

6.7 

Social  organizations/associations 

3 

10.0 

5 

16.7 

13 

43.3 

Professional  health  care 

15 

50.0 

30 

100.0 

4 

13.3 

Media 

16 

53.3 

25 

83.3 

15 

50.0 

Other 

0 

0.0 

0 

0.0 

0 

0.0 

For  mental/social  conditions  primary  lay  relationships  (93.3%)  were  reported  as  the 
most  frequent  supplier.  Within  this  category  self  was  reported  as  supplier  by  83.3%, 
family  by  63.3%,  and  friends  by  43.3%.  The  second  most  reported  supplier  of  self-care 
information  for  mental/social  conditions  were  secondary  lay  relationships  (66.7%)  with 
local  community  and  social  organizations/associations  equally  reported  at  43.3%  followed 
by  organized  peer  support  groups  at  6.7%.  Media  (50.0%)  was  third  most  reported 
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supplier  of  self-care  information  for  the  mental/social  dimension.  The  least  reported 
supplier  was  professional  health  care  at  13.3%. 

Tools  of  Self-Care  Management 

.  At  the  end  of  parts  H,  HI,  and  IV  of  the  interview  questionnaire  subjects  were  asked 
what  tools  they  used  to  manage  their  care  for  the  items  that  were  addressed  in  that  part. 
Table  10  shows  reported  frequencies  and  percents  for  tools  of  self-care  management 
according  to  the  dimension  of  self-care. 

Subjects'  most  frequently  reported  tools  for  the  management  of  functional  tasks  of 
ADLs  and  lADLs  were  in  the  "Other"  (70.0%)  category.  Responses  placed  in  this 
category  included  life  experiences  (66.7%)  and  social  interactions  (6.7%).  The  second 
most  reported  tools  were  processes  (56.7%)  followed  by  printed  media  (50.0%).  Within 
processes,  professional  health  care  instructions  were  reported  by  50.0%  of  the  subjects 
and  of  the  printed  media,  newspapers  were  reported  by  40.0%  of  the  subjects  as  tools  of 
self-care  management.  The  least  reported  tools  of  self-care  management  for  functional 
activities  were  systems  at  30.0%. 

The  most  frequently  reported  tools  for  self-care  management  of  acute  and  chronic 
physical  conditions  common  to  older  adults  were  processes  (100.0%)  with  professional 
health  care  instructions  being  reported  by  96.7%  of  the  subjects,  lectures  and  seminars 
being  reported  by  30.0%,  and  demonstrations  by  10.0%.  Printed  media  (86.7%)  was  the 
second  most  reported  tool  with  newspapers  (66.7%)  and  magazines  (60.0%)  being 
reported  as  the  two  most  frequently  used  tools  of  printed  media.  The  third  most 
frequently  used  tool  for  self-care  management  of  physical  conditions  was  electronic  media 
at  40.0%  with  television  (40.0%)  being  the  most  frequently  reported  tool  of  electronic 
media.  Responses  that  were  placed  in  the  "Other"  category  included  life 
experiences(13.3%),  social  interactions  (6.7%),  self-monitoring  equipment  (13.3),  and 


Lifeline  program  (3.3).  The  least  reported  tools  for  self-care  management  of  physical 
conditions  were  systems  at  16.7%. 
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Table  10 

Tools  of  Self-Care  Information  According  to  Self-Care  Dimension  (M  =  30) 


_ Self-Care  Dimension _ 

Tools  Fimctional  Physical  Mental/Social 

f  %  f  %  f  % 


Printed  media 

15 

50.0 

26 

86.7 

12 

40.0 

Newsletters 

5 

16.7 

6 

20.0 

2 

6.7 

Newspapers 

12 

40.0 

20 

66.7 

9 

30.0 

Pamphlets 

0 

0.0 

1 

3.3 

0 

0.0 

Magazines 

7 

23.3 

18 

60.0 

6 

20.0 

i 

Books 

1 

3.3 

1 

3.3 

2 

6.7 

Advertisements 

0 

0.0 

2 

6.7 

0 

0.0 

Electronic  media 

11 

36.7 

12 

40.0 

8 

26.7 

Television 

9 

30.0 

12 

40.0 

7 

23.3 

Radio 

1 

3.3 

2 

6.7 

1 

3.3 

Videos 

0 

0.0 

0 

0.0 

1 

3.3 

CAIs 

2 

6.7 

0 

0.0 

0 

0.0 

Online  services 

1 

3.3 

0 

0.0 

0 

0.0 

Advertisements 

1 

3.3 

0 

0.0 

0 

0.0 
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Table  10 

Tools  of  Self-Care  Information  According  to  Self-Care  Dimensioa  (H  =  30)  --  Continued 


Tools 

Self-Care  Dimension _ 

Functional 

/  % 

Physical 

/ 

Mental/Social 
/  % 

Sv.stems 

9 

30.0 

5 

16.7 

1 

3.3 

Log  books/health  diaries 

2 

6.7 

3 

10.0 

1 

3.3 

Telephone  reminders 

0 

0.0 

0 

0.0 

0 

0.0 

Medication  reminders 

8 

26.7 

1 

3.3 

0 

0.0 

Schedules/  calendars 

0 

0.0 

1 

3.3 

0 

0.0 

Processes 

17 

56.7 

30 

100.0 

9 

30.0 

Professional  health  care  instructio 

15 

50.0 

29 

96.7 

4 

13.3 

Lectuxes/Seminars 

4 

13.3 

9 

30.0 

6 

20.0 

Demonstrations 

0 

0.0 

3 

10.0 

0 

0.0 

Other 

21 

70.0 

11 

36.7 

28 

93.3 

The  most  frequent  responses  for  tools  of  self-care  management  for  mental  conditions 
and  relationships  were  in  the  category  of  "Other"  (93.3%)  and  included  such  responses  as 
life  experiences  (76.7%),  social  interactions  (3.3%),  support  groups(6.7%),  audio  tapes 
(6.7%),  pets  (6.7%),  and  spiritual  support(3.3%).  Printed  media  (40.0%)  was  the  second 
most  frequently  reported  tool  with  newspapers  being  reported  as  tools  by  30.0%  of  the 
subjects.  Processes  (30.0%)  was  the  third  most  frequently  reported  tool  with  lectures 
and  seminars  being  reported  as  tools  by  20.0%  of  the  subjects.  The  least  reported  tools 
of  self-care  management  for  the  mental/social  dimension  were  systems  at  3.3%. 
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Summary 

Results  from  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  and  the  interview 
questionnaire  were  presented  for  the  sample  with  descriptive  statistics.  Data  on  self-care 
behaviors  were  presented  according  to  functional,  physical,  mental/social,  and  health 
promotion/disease  prevention  dimensions.  Suppliers  of  self-care  information  and  tools  of 
self-care  management  were  presented  according  to  functional,  physical,  and  mental/social 
dimensions. 

In  the  next  chapter,  results  of  the  study  are  reviewed  and  conclusions  based  on  the 
findings  are  discussed.  Performance  of  the  researcher  developed  interview  questionnaire 
is  also  reviewed  and  recommendations  for  instrument  refinement  are  offered.  Limitations 
of  the  study  along  with  implications  for  nursing  practice  and  recommendations  for  future 
research  are  addressed. 


CHAPTER  V 


CONCLUSIONS 

Review  of  Study 

This  study  was  designed  to  investigate  the  following  three  research  questions:  1) 
What  are  the  self-care  behaviors  practiced  by  conmiunity-based  military  retirees  age  65 
and  older?  2)  Who  are  the  supphers  of  self-care  information  to  community-based 
military  retirees  age  65  and  older?  3)  What  self-care  management  tools  are  used  by 
community-based  mUitary  retirees  age  65  and  older?  Howe's  (1994)  Self-Care  Case 
Management  model  was  used  as  the  guiding  framework  for  this  inquiry.  Folstein, 
Folstein,  and  McHugh's  (1975)  Mini-Mental  State  Examination  (MMS)  was  used  to 
screen  potential  subjects  for  cognitive  impairment  prior  to  inclusion  in  the  study  sample 
and  a  researcher  developed  structured  interview  questioimaire  was  used  to  guide  data 
collection  on  self-care  behaviors,  suppliers  of  self-care  information,  and  self-care 
management  tools.  Selected  personal  characteristics  of  the  sample  were  also  examined. 
Descriptive  statistics  were  used  to  analyze  the  data  and  results  presented.  Conclusions 
drawn  from  the  data  are  presented  in  the  following  paragraphs. 

Discussion 

Discussion  of  results  is  presented  according  to  the  dimensions  of  self-care  that  were 
assessed  (functional,  physical,  mental,  social,  financial,  and  health  promotion/disease 
prevention)  and  according  to  the  concepts  within  Howe's  (1994)  model  of  self-care  case 
management  (customer,  supphers,  and  tools). 

Sattqjle 

The  identified  customers  of  this  study  were  the  subjects  surveyed  in  the  final  sample. 
The  description  of  the  final  sample  shows  an  average  subject  profiOie  to  be  that  of  a  71.4 


68 


year  old  Caucasian  male  who  was  married,  living  in  a  two  person  household  and  being  a 
retired  Air  Force  commissioned  officer  with  25.7  years  of  military  service,  a  bachelor's 
degree,  and  an  annual  household  income  between  $25,001  -  $50,000.  This  researcher 
believes  the  representativeness  of  gender  is  reflective  of  military  retirees  who  are  age  65 
and  older  since  primarily  men  served  in  the  armed  forces  in  the  late  1940s  through  1960s 
(the  time  frame  when  most  subjects  would  have  served). 

A  comparison  between  this  study's  sample  and  the  findings  of  the  American 
Association  of  Retired  Persons  (AARP)  and  the  Administration  on  Aging  (AoA)  that 
were  presented  in  A  Profile  of  Older  Americans  (1993)  shows  the  following.  A  similar 
percentage  of  the  sample  (96.7%)  were  non-Hispanic  as  compared  to  the  96%  reported  in 
A  Profile  of  Older  Americans  (AARP  &  AoA,  1993).  However,  mdike  the  findings 
reported  in  A  Profile  of  Older  Americans  (AARP  &  AoA,  1993)  other  minorities  were 
not  represented  within  the  96.7%  of  non-Hispanics  in  this  study.  A  greater  percentage  of 
the  final  sample  were  married  (83.3%)  as  compared  to  76%  of  men  and  41%  of  women  in 
the  AARP  and  AoA  (1993)  report.  The  one  female  subject  in  this  study  was  not  married. 
These  data  support  their  statement  that  older  men  are  more  likely  to  be  married  than 
older  women.  Eighty  percent  of  the  subjects  in  this  study  lived  in  family  arrangements  as 
compared  to  the  67%  reported  in  the  AARP  and  AoA  (1993)  publication.  This  reflects 
the  same  percentage  who  were  married  at  the  time  of  the  study. 

While  the  AARP  and  AoA  ( 1993)  reported  the  median  income  of  households 
containing  families  headed  by  persons  who  were  age  65  or  older  as  $25,3 15,  43.3%  of 
this  study's  sample  reported  an  annual  household  income  of  $25,001  -  $50,000  and  46.7% 
reported  annual  household  incomes  greater  than  $50,001.  This  clearly  illustrates  this 
sample  was  of  a  higher  income  level  than  the  larger  population  of  older  adults.  Only  12% 
of  the  AARP  and  AoA  (1993)  sanple  were  still  in  the  work  force  whereas  16.7%  of  this 
study's  sample  was  still  employed  in  a  part-time  or  full-time  capacity.  Another  significant 
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finding  is  that  66.7%  of  this  study’s  sample  possessed  a  bachelor's  degree  or  more  as 
compared  to  12%  reported  in  A  Profile  of  Older  Americans  (AARP  &  AoA,  1993). 

Overall,  the  subjects  in  the  study's  sample  were  married  Caucasian  males.  This 
sample  failed  to  sufficiently  represent  ethnic  minorities  and  possibly  older  adults  who 
lived  alone  in  the  community  setting.  The  subjects  in  this  study  were  of  a  higher  income 
and  education  level  and  a  larger  percentage  of  the  sanq)le  continued  to  be  active  in  the 
work  force  than  was  found  in  the  larger  population  of  older  adults.  This  researcher 
believes  these  findings  have  bearing  on  the  results  that  were  reported  for  self-care 
behaviors,  suppliers  of  self-care  information,  and  tools  of  self-care  management  and  they 
must  be  taken  into  consideration  when  interpreting  results  and  discussing  in^hcations  of 
these  research  findings.  Another  consideration  is  that  the  retired  enlisted  members  were 
not  proportionately  represented  in  the  final  sample.  The  enhsted  force  is  significantly 
larger  than  the  officer  corps  yet,  only  26.7%  of  the  final  sample  were  retired  enlisted. 

Self-Care  Behaviors 

Functional 

Part  n  of  the  interview  questionnaire  addressed  the  fimctional  dimension  of  self-care 
behaviors,  specifically  activities  of  daily  living  (ADL)  and  instrumental  activities  of  daily 
Kving  (lADL).  Subjects  reported  on  15  different  fimctional  activities.  Findings  showed 
that  the  majority  of  subjects  had  made  no  changes  in  the  way  they  performed  most  ADLs 
and  lADLs  and  that  they  were  independent  in  performing  these  activities.  When 
interventions  were  used  to  take  care  of  and  continue  performance  of  a  fimctional  activity 
subjects  relied  more  on  fimctional  iuterventions  than  other  types  of  mterventions.  One 
example  was  the  use  of  a  hearing  aid  or  glasses  to  enable  oneself  to  continue  driving  a 
car. 

The  use  of  social  interventions  by  this  sample  for  handling  money  and  meal 
preparation  were  directly  related  to  the  composition  of  the  sample  in  this  study.  Many 
subjects  who  reported  higher  income  levels  also  reported  the  use  of  community 
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professionals  (i.e.  stock  brokers  or  financial  advisors)  to  assist  them  in  the  management  of 
their  financial  portfolios.  Also,  those  who  reported  social  interventions  for  the 
preparation  of  meals  reported  having  spouses  prepare  their  meals  and/or  going  out  to  eat 
rather  than  preparing  their  own  meals.  This  finding  may  reflect  cultural  influences, 
subjects'  lifelong  eating  patterns,  or  socialization  patterns  (Ebersole  &  Hess,  1994; 
Robinson,  1994). 

The  use  of  mental  and  physical  interventions  were  also  aimed  at  maintaining 
independence  and  reflected  modification  of  task  accomplishment  rather  than  dependency 
on  others.  Exanq)les  were  the  use  of  routines  in  order  to  remember  one's  own 
medications  or  regulating  one's  own  activity  in  order  to  accomplish  a  task  independently. 
Physical 

Part  in  of  the  interview  questionnaire  addressed  the  physical  dimension  of  self-care 
behaviors,  specifically  acute  and  chronic  conditions  common  to  older  adults.  Subjects 
reported  on  15  physical  conditions.  Findings  showed  that  a  large  number  of  subjects 
reported  visual  (96.6%)  and  hearing  (46.6%)  impairments.  Additionally,  subjects 
reported  taking  5-6  different  medications  per  day.  These  findings  coiild  help  explain  why 
the  number  of  subjects  reporting  falls  (43.3%)  exceeded  the  National  Institute  on  Aging's 
estimate  that  one-third  of  the  elderly,  age  65  and  older,  who  live  at  home,  fall  (Ebersole 
&  Hess,  1994).  To  manage  hrpairments  with  vision  and  hearing  and  to  prevent  recurrent 
falls  subjects  applied  functional  interventions  such  as  altering  tasks  and  using  equipment 
or  assistive  devices.  No  subjects  reported  altering  medications  to  prevent  falls. 

The  following  statistics  represent  the  percent  of  subjects  who  reported  experiencing 
the  12  remaining  physical  conditions:  tinnitus  (46.6%),  sinusitis  (40.0%), 
cough/respiratory  flu  (16.6%),  arthritis  (63.3%),  osteoporosis  (6.6%),  heart  disease 
(46.6%),  hypertension  (50.0%),  circulation  problems  in  the  lower  extremities  (16.6%), 
diabetes  (16.6%),  upset  stomach  (33.3%),  upset  bowels  (16.6%),  and  pain  (53.3%). 

Most  of  the  percentages  were  higher  than  those  found  in  the  literature.  One  possible 
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explanation  for  this  could  be  double  reporting.  Subjects  who  ejq)erienced  sinusitis  may 
have  also  reported  in  the  category  of  cough/respiratory  flu.  Subjects  with  heart  disease 
or  diabetes  may  have  also  reported  in  the  category  of  circulation  problems  in  the  lower 
extremities.  Finally,  subjects  may  have  reported  pain  associated  with  a  particular 
condition  in  the  category  of  the  condition  as  well  as  the  pain  category. 

As  anticipated,  the  most  frequently  used  interventions  for  the  management  of  the 
preceding  physical  conditions  were  physical  interventions  such  as  altering  diet,  fluid, 
activity  or  taking  medications.  Interventions  of  this  type  were  reported  most  frequently 
for  10  of  the  conditions  addressed.  Social  interventions  were  the  second  most  frequently 
reported  interventions  and  were  frequently  associated  with  the  use  of  physical 
interventions.  This  could  be  attributed  to  the  fact  that  use  of  a  professional  health  care 
provider  was  categorized  under  social  interventions  while  the  responses  categorized 
imder  physical  interventions  were  therapies  commonly  prescribed  by  professional  health 
care  providers  that  the  subjects  were  applying  in  self-care. 

Tinnitus  was  the  only  physical  condition  that  subjects  most  frequently  reported  using 
mental  interventions.  The  majority  of  subjects  reported  altering  their  behavior  and  trying 
to  ignore  the  condition  since  there  frequently  was  no  know  cause  or  cure  for  the 
condition. 

Even  though  the  category  of  "Other"  was  not  frequently  reported  by  subjects  the 
researcher  feels  it  is  important  to  address.  For  four  of  the  physical  conditions  some 
subjects  reported  in  the  "Other"  category  which  meant  they  did  nothing  or  made  no 
change.  It  was  the  impression  of  the  researcher  that  these  subjects  were  making  an  active 
choice  not  to  manage  the  condition  or  were  unaware  of  ways  the  condition  could  be 
managed. 

From  these  findings  it  is  evident  that  physical  mterventions  followed  by  social 
interventions  were  most  frequently  used  by  this  sample  in  the  management  of  the  acute 
and  chronic  physical  conditions  addressed. 
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Mental/Social 

Part  IV  of  the  interview  questionnaire  addressed  the  mental  and  social  dimensions  of 
self-care  behaviors,  specifically  mental  conditions  common  to  older  adults  and  social 
relationships.  Subjects  reported  on  four  mental  conditions  and  primary  and  secondary 
relationships.  Findings  showed  that  40.0%  of  the  subjects  experienced  anxiety,  20.0% 
experienced  depression,  10.0%  experienced  confusion,  and  10.0%  isolation.  These 
findings  are  not  consistent  with  Ebersole  and  Hess'  (1994)  statement  that  "depression  is 
the  problem  of  greatest  frequency  and  magnitude  in  the  aged  population"  (p.549)  yet,  do 
lend  support  to  Reichel's  (1995)  assertion  that  anxiety  and  depressive  disorders  are  more 
common  among  clients  seen  in  clinics  than  are  confusion  disorders. 

For  the  management  of  these  mental  conditions  subjects  most  frequently  reported 
using  mental  interventions  such  as  increasing  knowledge,  monitoring  the  situation, 
altering  behavior,  or  seeking  spiritual  support.  The  use  of  physical  and  social 
interventions  were  reported  second  most  frequently.  No  functional  interventions  were 
reported.  One  subject  reported  doing  nothing  for  the  management  of  confusion.  It  was 
the  impression  of  the  researcher  that  this  individual  was  not  concerned  about  the 
condition  and  therefore  chose  to  do  nothing  at  this  time. 

Even  though  subjects  reported  using  all  interventions  (going  placed,  share 
e?q)eriences,  acquire  new  knowledge/skills,  volunteer,  and  join  groups/clubs)  in  the 
maintenance  of  relationships,  the  interventions  used  for  the  maintenance  of  primary 
relationships  (family  and  fiiends)  differed  from  the  interventions  used  for  the  maintenance 
of  secondary  relationships  (community).  Sharing  experiences  and  going  places  were 
more  commonly  used  in  primarily  relationships  while  joining  groups  or  clubs  were  more 
commonly  used  in  secondary  relationships.  This  might  be  explained  by  the  fact  that 
primary  relationships  are  more  intimate,  allowing  the  xmiqueness  of  the  individual  to  be 
expressed,  as  well  as  requiring  the  giving  of  oneself.  Whereas,  secondary  relationships 
are  more  limiting  m  the  expression  of  the  individual  and  encourage  solidarity  of  the 
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individual  with  the  community  as  demonstrated  through  participation  and  membership  in 
groups  or  clubs. 

Health  Promotion/Disease  Prevention 

The  health  promotive  and  disease  preventive  behaviors  reported  by  this  sample 
demonstrated  an  awareness  of  and  concern  for  the  current  health  promotion/disease 
prevention  priorities.  The  self-care  behaviors  reported  for  health  promotion  and  disease 
prevention  were  working  towards  many  of  the  goals  that  were  established  for  older  adults 
in  Healthy  People  2000  (U.S.  DHHS,  PHS,  1991).  Additionally,  the  periodic  health 
examinations  practiced  by  the  majority  of  the  subjects  were  in  compliance  with  the 
recommended  preventive  care  timeline  found  in  the  U.S.  Department  of  Health  and 
Human  Services'  Clinician's  Handbook  of  Preventive  Services:  Put  Prevention  Into 
Practice  (1994).  - 

Suppliers  of  Self-Care  Information 

The  key  suppliers  of  self-care  information  for  the  management  of  functional  activities 
and  mental/social  conditions  were  primary  lay  relationships  (100.0%  and  93.3% 
respectively)  followed  by  the  media.  Within  the  category  of  primary  lay  relationships 
subjects  consistently  identified  themselves  as  the  number  one  supplier  of  self-care 
information.  Subjects  in  this  study  were  self-reliant  as  were  those  in  Coons,  McGhan, 
and  Bootman's  (1989)  study  and  obtained  information  for  the  management  of  functional 
activities  and  mental/social  conditions  on  their  own  or  through  the  media  as  did  subjects 
in  the  studies  by  Green  (1982)  and  Ayers  ( 1989). 

The  key  suppHers  of  self-care  information  for  the  management  of  physical  conditions 
were  professional  health  care  providers  (100.0%),  again,  followed  by  the  media  as  the 
second  most  reported  supplier  of  self-care  information.  These  findings  seem  to  parallel 
those  found  in  the  available  hterature  on  the  management  of  chronic  physical  conditions. 
Yet,  a  degree  of  self-rehance  can  be  seen  in  the  53.3%  who  reported  media  as  the  second 
most  accessed  supplier  of  self-care  information.  Thus,  supporting  the  findings  of  Green 


(1982)  and  Ayers  (1989)  once  more.  Implications  related  to  the  use  of  media  as  a 
supplier  of  self-care  mformation  will  be  discussed  with  practice  implications. 
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■Tools  of  Self-Care  Management 

The  most  frequently  reported  tools  of  self-care  management  for  functional  activities 
and  mental/social  conditions  were  categorized  under  the  response  of  "Other"  (70.0%  and 
93.3  /o  respectively).  Within  the  category  of  "Other",  life  e?q)eriences  were  the  most 
frequently  reported  tools  of  self  care  management.  This  finding  is  congruent  with  the 
selfrehant  nature  of  this  study's  subjects  and  demonstrates  self  care  management  through 
trial-and-error.  The  use  of  trial-and-error  as  a  tool  of  self  care  management  by  these 
subjects  highlights  a  tool  that  is  mherently  recognized  by  all  individuals  nonetheless, 
neglected  in  the  hterature. 

The  second  most  reported  tools  of  self-care  management  for  functional  activities  were 
processes  (56.7%).  Interestingly,  this  finding  shows  that  even  though  subjects  supphed 
their  own  self  care  information  for  functional  activities,  they  turned  to  professional  health 
care  providers  for  assistance  in  managing  their  care  in  relation  to  those  activities. 

Another  interesting  finding  from  the  results  demonstrates  that  subjects  continued  to  be 
selfrehant  in  managing  mentahsocial  conditions  with  the  tools  of  media  (40.0%)  and 
processes  (30.0%)  and  turned  to  professional  health  care  providers  (20.0%)  and  systems 
(3.3%)  the  least.  Perhaps  this  is  a  consequence  of  the  social  stigma  attached  to  the 
mental  conditions  assessed  or  due  to  the  limited  amount  of  time  professional  health  care 
providers  allot  for  chent  interactions  (routinely  15  minutes  per  appointment  in  the 
Mihtaiy  Health  Services  System).  Additionally,  professional  health  care  providers  tend  to 
be  focused  on  the  single  problem  that  brought  the  chent  into  the  clinic  and  fail  to  address 
the  chent  from  a  whohstic  perspective  of  care,  thus  minimizing  or  negating  the  chents 
mental  and  social  conditions. 

The  most  frequently  reported  tools  of  self-care  management  for  physical  conditions 
were  processes  (100.0%)  such  as  professional  health  care  instructions,  lectures  and 
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seminars,  and  demonstrations.  Professional  health  care  instructions  were  reported  by 
96.7%  of  the  subjects  as  the  most  commonly  used  tool  for  managiag  physical  conditions. 
Printed  media  (86.7%)  was  reported  as  the  second  most  used  tool  with  newspapers 
(66.7%)  being  the  number  one  type  of  media  used  to  self-manage  physical  conditions. 
These  findings  are  consistent  with  the  identification  of  professional  health  care  providers 
and  media  as  the  primary  and  secondary  suppliers  of  self-care  information.  It  stands  to 
reason,  if  the  primary  supplier  of  self-care  information  is  a  professional  health  care 
provider  then  much  of  the  information  supplied  is  either  prescribed  therapies  or  not 
readily  available  in  a  particular  client's  situation  and  the  client  will  use  the  professional 
health  care  provider  as  a  tool  of  self-care  management  in  relation  to  the  information 
received.  The  use  of  media  as  a  tool  of  self-care  management  also  holds  imphcations  for 
practice;  these  will  be  discussed  with  the  in^hcations  for  nursing  practice. 

Limitations 

Setting,  Selection,  and  Sample 

Resuhs  of  this  study  cannot  be  generalized  to  the  target  population  of  military  retirees 
age  65  and  older.  They  can  only  be  generalized  to  mihtary  retirees  of  similar 
demographics  and  settings.  The  study  was  conducted  in  a  single  hospital  in  the 
southwestern  United  States  and  limited  to  two  outpatient  settings.  Selection  of  subjects 
was  accomphshed  through  convenience  sampling  and  was  non-random  As  a  result,  only 
those  subjects  identified  within  the  two  outpatient  settings  on  the  days  and  times  that  the 
researcher  was  present  and  who  were  willing  and  able  to  participate  in  the  study  were 
selected.  Additionally,  only  subjects  who  obtained  a  score  of  27  or  greater  on  the  MMS 
(Folstein,  Folstein,  &  McHugh,  1975)  were  retained  in  the  subject  pool,  thus  excluding 
subjects  with  cognitive  impairment.  The  research  was  conducted  as  a  pilot  study  with  a 
small  sample  size  (N  =  30).  The  ethnic  mix  of  the  sample  was  not  representative  of  the 
target  population  (non-Efispanic  minorities  were  under-represented  and  Caucasians  were 
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over-represented)  and  retired  enlisted  members  were  not  proportionately  represented. 
Therefore,  interpretation  of  the  data  from  statistical  analyses  is  limited. 

Data  Collection 

The  method  of  data  collection  used  in  this  study  presents  two  prominent  limitations. 
First,  data  was  collected  at  two  different  points  in  the  research  process.  At  first  contact 
with  subjects  the  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  was  administered  and  a 
second  contact  was  required  for  administration  of  the  interview  questionnaire.  The  more 
points  of  contact  required  for  data- collection  the  greater  the  possibility  of  subject 
mortahty  (Bums  &  Groves,  1993).  Secondly,  the  time  for  administration  of  the  interview 
questionnaire  was  lengthy.  It  took  an  average  of  46.5  minutes  to  administer  the  interview 
questionnaire.  Two  of  the  fom  subjects  in  the  subject  pool  cited  the  time  required  for  the 
second  interview  as  the  reason  for  discontinuing  participation  in  the  study.  The  other  two 
provided  no  explanation.  Despite  the  loss  of  these  subjects  from  the  subject  pool  the 
researcher  was  able  to  obtain  new  subjects  to  ensure  the  desired  sample  size  (N  =  30). 

Tnstmmentation 

The  researcher  was  able  to  provide  consistency  in  administration  of  the  MMS 
(Folstein,  Folstein,  &  McHugh,  1975)  and  the  interview  questionnaire  by  adhering  to  the 
interviewer  mstructions.  Additionally,  the  use  of  the  printed  alternate  wording, 
transitional  statements,  and  charts  were  apphed  as  outlined  in  the  data  collection  plan  in 
Chapter  HI.  Thus  the  researcher  feels  reUabdity  of  instrumentation  was  maintahied 
throughout  the  data  collection  process. 

Concerns  arise  when  addressing  the  validity  of  the  interview  questionnaire.  While  the 
instrument  did  indeed  address  the  concepts  of  self-care  behaviors,  supphers  of  self-care 
information,  and  tools  of  self-care  management  it  did  not  sufficiently  identify  the  self-care 
behaviors  of  the  subjects.  The  instrument  sufficiently  identified  the  self-care  behaviors  of 
subjects  related  to  fimctional  activities  and  social  relationships.  But,  it  only  identified  the 
self-care  behaviors  related  to  physical  and  mental  conditions  for  subjects  who  reported 
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experiencing  a  condition.  It  failed  to  identify  the  preventative  behaviors  of  subjects  who 
did  not  experience  the  physical  or  mental  conditions  assessed.  Suggestions  for 
minimizing  the  Ihnitations  related  to  instrumentation  are  offered  in  recommendations  for 
instrument  refinement. 

finphcations  for  Nursing 
Practice 

Despite  the  limitations  of  this  study,  the  findings  do  have  impHcations  for  practice. 
The  three  most  important  impHcations  for  practice  are:  1)  an  awareness  of  cmxent  self- 
care  behaviors  would  allow  the  content  of  health  promotion/disease  prevention  programs 
to  be  tailored  to  the  needs  of  older  cHents;  2)  the  most  commonly  used  suppHers  of  self- 
care  information  should  be  the  primary  means  of  disseminating  information  and  the  most 
commonly  used  tools  of  self'Care  management  should  be  safe  and  accessible;  and,  3) 
nurses  and  other  health  care  providers  must  form  partnerships  with  cHents  in  order  to 
attain  the  goals  of  self-care  case  management. 

An  understanding  of  older  miHtary  retirees'  self-care  behaviors  provides  direction  as 
to  what  content  should  be  addressed  in  health  promotion/disease  prevention  programs 
that  target  that  population.  Existing  MiHtary  Health  Services  System  (MHSS)  programs 
and  the  increasing  number  of  civiHan  programs  serving  miHtary  retirees  who  are  age  65 
and  older  need  to  review  the  topical  content  of  their  programs.  Content  of  these  health 
promotion/disease  prevention  programs  should  address  identified  needs  and  should  reflect 
the  goals  oiHealthy  People  2000  (U.S.  DHHS,  PHS,  1991)  and  the  recommendations  of 
the  U.S.  Department  of  Health  and  Human  Services'  Clinician's  Handbook  of  Preventive 
Services:  Put  Prevention  Into  Practice  (U.S.  DHHS,  PHS,  1994)  program. 

Several  of  the  existing  health  promotion/disease  prevention  programs  are  focused  on 
the  workplace  setting  or  are  community-based.  Yet,  as  iUustrated  by  this  study,  cHents 
do  not  always  obtain  self-care  information  through  the  suppHers  tbe  health  care 
profession  uses  to  disseminate  information.  Health  promotion  and  disease  prevention 
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programs  should  focus  their  efforts  on  reaching  their  target  populations  through  the  most 
commonly  used  suppHers  of  self-care  information.  This  is  not  to  say  these  programs 
should  be  limited  in  using  those  suppliers.  It  is  to  say  the  most  commonly  used  suppliers 
should  be  the  initial  and  primary  source  of  supplying  self-care  information  and  that  these 
sources  could  be  used  to  educate  customers  of  alternative  suppliers  of  self-care 
information. 

A  significant  imphcation  for  supplying  self-care  information  and  providing  tools  of 
self-care  management  relates  to  the  use  of  popular  printed  media,  particularly 
newspapers.  Nurses  have  a  wonderful  opportunity  for  impacting  the  self-care  case 
management  of  many  people  through  the  publication  of  self-care  information  and  tools  of 
self-care  management  in  local  newspapers.  By  acknowledging  newspapers  as  a  supplier 
of  self-care  information  nurses  can  provide  the  public  with  safe  and  correct  self-care 
information  and  tools  of  self-care  management  through  articles  written  in  lay  terms. 
Nurses  should  also  explore  other  forms  of  media  that  the  pubHc  can  independently  access 
and  begin  contributing  self-care  information  for  use  in  those  media  forms. 

A  final  implication  for  practice  relates  to  nxxrsing's  and  the  overall  health  care  system's 
approach  to  self-care  management.  Foimdational  to  the  concept  of  self-care  case 
management  is  the  acknowledgment  of  the  client  as  the  person  in  control  of  the  decisions 
impacting  his/her  self-care  (Howe,  1994).  Nurses  and  health  care  providers  must 
recognize  this  and  be  willing  to  form  partnerships  with  chents  in  order  to  supply  self-care 
information  and  provide  tools  of  self-care  management  yet,  at  the  same  time  allow  the 
decisions  related  to  self-care  to  remain  with  the  client.  This  is  sometimes  difi&cult  to  do 
when  it  is  presumed  an  individual  client  lacks  the  necessary  information  or  tools  to 
manage  his/her  self-care  or  make  proper  decisions.  In  this  situation  is  the  responsibility  of 
nursing  and  other  health  care  providers  to  provide  the  necessary  information  and  tools.  If 
a  client  lacks  the  capacity  to  utilized  the  information  and  tools  provided  or  to  is  unable  to 
make  a  decision,  then  another  model  of  case  management  other  than  self-care  is  indicated. 
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Education 

Implications  for  nursing  education  are  more  generalized  than  those  for  practice. 

Three  implications  for  education  are:  1)  nursing  needs  to  continue  to  explore  theories  and 
models  of  self-care;  2)  practical  application  of  health  promotion/disease  prevention 
concepts  should  be  taught;  and,  3)  self-care  case  management  must  be  included  in  the 
content  of  case  management  courses. 

The  conception  of  the  individual  person  as  a  being  capable  and  willing  to  care  for 
oneself  is  found  in  numerous  nursing  theories  and  models;  Roy  (Chinn  &  Kramer,  1991), 
Orem  (Chinn  &  Kramer,  1991;  Gast,  et  al.,  1989),  Camevali  and  Patrick  (1993),  and 
Howe  (1994)  are  but  a  few  examples.  Through  continued  exploration  of  these  nursing 
theories  and  models  in  higher  education  more  nurses  will  be  e?q)osed  to  this  conception  of 
the  individual  person  and  consider  incorporation  of  this  concept  into  their  personal 
nursing  philosophies  and  daily  practice. 

Another  mq)lication  for  nursing  education  relates  to  what  is  currently  being  taught  on 
the  models  of  health  promotion/disease  prevention  and  on  case  management.  Nursing 
education  programs  must  begin  addressing  models  of  health  promotion  jfrom  a 
perspective  of  practical  apphcation.  While  providing  education  on  the  philosophical  and 
theoretical  concepts  of  health  promotion  and  disease  prevention  is  ra5)ortant,  failure  to 
address  the  practical  apphcation  of  these  concepts  leaves  nurses  ill  equipped  to  apply  the 
concepts  in  the  practice  setting.  Additionally,  the  education  being  provided  on  case 
management  frequently  fails  to  address  self-care  case  management  as  a  model  of  case 
management.  This  is  astounding  since  self-care  case  management  is  understandably  the 
largest  and  most  cost  effective  model  of  case  management  available  for  the  management 
of  health.  Self-care  case  management  needs  to  be  incorporated  in  the  courses  that  teach 
models  of  case  management. 
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Recommendations 
Future  Research 

Repetition  of  this  study  with  a  larger  sample  in  more  than  one  geographical  location 
and  across  multiple  settings  (i.e.  several  outpatient  clinics  and  wellness  centers)  would  be 
beneficial.  A  larger  sam^jle  size  would  provide  better  representation  of  the  target 
population  and  offset  some  of  the  limitations  found  in  this  study.  Additionally, 
conducting  this  study  with  dependents  of  nulitary  retirees  and  within  the  civilian 
community  would  provide  information  as  to  whether  the  findings  of  this  study  are  similar 
or  different  than  those  that  would  be  found  in  other  cohorts  of  older  adults.  This  could 
have  inq)lications  for  the  generahzability  of  this  study's  findings  beyond  the  present 
sample  or  the  target  population  of  military  retirees  age  65  and  older.  The  use  of 
randomization  in  the  selection  of  subjects  would  also  increase  generahzability  of  findings. 

Another  consideration  for  future  research  would  be  the  inclusion  of  subjects  with 
cognitive  impairment  with  the  use  of  a  proxy  during  the  data  collection  process  or  to 
conduct  a  separate  study  tailored  to  that  population.  The  researcher  feels  that  a  study  of 
cognitively  impaired  older  adults'  self-care  behaviors,  supphers  of  self-care  information, 
and  tools  of  self-care  management  would  differ  significantly  from  those  reported  hi  this 
study  because  their  natural  boundaries  and  capabihties  are  limited  by  their  cognitive 
impairment  and  because  other  people  (caregivers)  are  making  their  health  care  decisions 
for  them. 

The  following  questions  were  raised  as  a  result  of  this  study  and  are  recommended 
areas  for  investigation  in  future  research  studies. 

1.  What  self-care  behaviors  are  practiced  by  community-based  military  retirees  age 
65  and  older  to  prevent  physical  and  mental  conditions  common  to  older  adults? 

2.  Are  there  relationships  between  specific  suppliers  of  self-care  information  and 


tools  of  self-care  management? 
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3.  What  reasons  do  community-based  military  retirees  age  65  and  older  cite  for  the 
selection  of  specific  supphers  of  self-care  information  and  tools  of  self-care  management? 

Instrument  Refinement 

The  researcher  feels  there  are  various  aspects  of  the  interview  questionnaire  that 
should  be  refined.  The  wording  of  questions  and  the  question  order  need  to  be  reviewed. 
Throughout  the  data  collection  process  the  researcher  found  it  necessary  to  use  alternate 
wording  for  more  than  half  of  the  subjects.  Rewording  the  questions  with  the  alternate 
wording  woidd  simplify  the  interview  process.  Additionally,  some  of  the  questions 
should  be  arranged  m  different  order,  particularly  those  m  Part  n  (functional  activities)  to 
provide  a  smoother  flow  of  questioniag  and  ease  of  responses  for  the  subjects. 

Another  area  for  refinement  is  Part  III  (physical  conditions)  and  Part  IV  (mental 
conditions)  of  the  interview  questionnaire.  At  present  the  iaterview  questionnaire  only 
accommodates  responses  on  self-care  behaviors  from  subjects  who  e?q)erience  the 
physical  and  mental  conditions  assessed.  Questions  need  to  be  restructured  to  allow 
responses  from  subjects  on  the  self-care  behaviors  used  to  prevent  physical  and  mental 
conditions  common  to  older  adults.  This  could  be  accomplished  through  the  addition  of 
more  questions  with  skip  patterns.  This  would  effect  the  length  of  the  interview 
questioimaire  and  would  increase  the  time  needed  for  administration  of  the  questioimaire 
resulting  in  possible  subject  burden  with  older  adults. 

A  final  consideration  for  instrument  refinement  is  to  divide  the  existing  instrument 
into  several  instruments.  The  existing  instrument  could  be  divided  into  several 
instruments  according  to  the  dimensions  of  self-care  (functional,  physical,  mental/social, 
and  health  promotion/disease  prevention)  or  along  the  concepts  of  self-care  behaviors, 
supphers  of  self-care  information,  and  tools  of  self-care  management.  This  would  allow 
future  studies  to  have  an  in-depth  focus  on  a  specific  dimension  of  self-care  or  concept  of 
self-care  case  management.  However,  it  would  not  provide  as  comprehensive  results  as 
the  existing  instrument  provides. 
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Summary  of  Study 

This  study  addressed  the  research  questions:  1)  What  are  the  self-care  behaviors 
practiced  by  community-based  military  retirees  age  65  and  older?  2)  Who  are  the 
suppHers  of  self-care  information  to  community-based  nulitary  retirees  age  65  and  older? 
3)  What  self-care  management  tools  are  used  by  community-based  mihtary  retirees  age  65 
and  older?  A  review  of  the  hterature  revealed  few  studies  addressed  the  self-care 
behaviors  of  older  adults  within  the  context  of  health  and  everyday  living.  The  review 
also  revealed  fewer  studies  addressed  older  adults'  suppliers  of  self-care  information  and 
tools  of  self-care  management.  No  studies  were  found  that  addressed  the  target 
population. 

Howe's  (1994)  model  of  self-care  case  management  was  used  as  the  guiding 
framework  for  this  study.  The  MMS  (Folstein,  Folstein,  &  McHugh,  1975)  was  used  to 
screen  potential  subjects  for  cognitive  impairment  and  an  interview  questionnaire 
developed  by  the  researcher  was  used  to  gather  data  on  self-care  behaviors,  supphers  of 
self-care  information,  and  tools  of  self-care  management.  Reliabihty  and  vahdity  of  both 
instruments  were  addressed. 

A  convenience  sample  of  30  subjects  was  obtained  from  two  outpatient  settings  of  a 
mihtary  medical  treatment  facihty  in  the  southwestern  region  of  the  United  States. 
Interviews  were  conducted  with  all  subjects  at  the  medical  treatment  facility  by  the 
researcher.  Descriptive  statistics  and  the  Statistical  Package  for  the  Social  Sciences 
(SPSS)  were  used  to  analyze  the  data.  Results  were  reported  and  discussion  of  findings, 
limitations  of  the  study,  impHcations  for  nursing,  and  recommendations  for  future 
research  were  provided. 

Though  the  findings  of  this  study  can  only  be  generalized  to  mihtary  retirees  with 
similar  demographics  and  in  similar  settings  as  the  one  where  this  study  was  conducted, 
the  results  of  this  study  do  illustrate  there  is  value  in  knowing  the  self-care  behaviors, 
supphers  of  self-care  information,  and  tools  of  self-care  management  of  older  mihtary 
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retirees.  The  MHSS  and  civihan  programs  that  provide  health  promotion/disease 
prevention  information  and  tools  to  military  retirees  who  are  65  and  older  have  a  vested 
interest  in  knowing  the  jBndings  of  research  studies  such  as  this  one  and  can  use  research 
findings  to  develop  programs  and  provide  services.  Further  research  in  this  area  of 
inquiry  is  indicated  for  appropriate  decision-making  regarding  program  development  and 
the  provision  of  services. 

Nursing,  as  a  discipline,  needs  to  focus  its  resources  not  only  on  the  restoration  and 
maintenance  of  the  current  health  of  those  it  serves  but  on  health  promotion  and  disease 
prevention  as  well.  With  the  growing  number  of  older  adults  in  today's  society  more 
eflScient  and  cost  effective  ways  of  providing  health  care  for  older  adults  is  needed. 
Howe's  (1994)  self-care  case  management  model  is  one  possible  solution.  By 
acknowledgmg  that  older  adults  are  capable  and  willing  to  manage  their  own  health  and 
that  they  retain  control  over  decisions  impacting  their  care,  nurses  can  then  become 
supphers  of  self-care  information  and/or  be  utilized  as  tools  of  self-care  management 
thereby  expanding  older  adults  natural  boundaries  and  capabflities.  All  of  this  would 
work  towards  the  goal  of  maintaining  an  optimal  level  of  health  and  well-being  among 
older  adults. 
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Campus  Box  C-290 

4200  East  Ninth  Avenue 

Denver,  Colorado  80262 
(303)270-8081 

FAX  (3031  270-8540 
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Colorado  Prevention  Center 
Denver  Health  &  Hospitals 
University  of  Colorado  Health  Sciences  Center 
Department  of  Veterans  Affairs  Medical  Center,  Denver 

University  Hospital 

JO;  KATHRYN  A.  DILLOW, 

BSN,  RN 

BOX  DATE:  12-27-95 

FROM:  COLORADO, MULTIPLE  INSTITUTIONAL  REVIEW  BOARD _  _ 

YOUR  APPLICATION  ENTITLED: _ 

"SELF 

CARE  BEHAVIORS  OF  MILITARY  RETIREES" 

COMIRB  PROTOCOL  NUMBER:  95-687 _ 

Has  been  unanimously  approved  by  the  COMIRB  12-22-95  which  includes  your  protocol  and  consent 
form/revised  consent  form.  The  COMIRB  will  require  a  follow  up  on  the  status  of  this  project  within  a  12  month 
period  from  the  dale  of  approval  unless  .a  restricted  approval  applies.  If  you  have  a  restricted  or  high  risk 
protocol,  specific  details  will  be  spelled  out  with  a  special  set  of  instructions.  We  shall  send  you  a  form  to  be 
completed  to  define  the  status  of  your  project. 


The  investigator  bears  the  responsibility  for  obtaining  from  all  patients  and  subjects  "Informed  Consent"  as 
approved  by  the  COMIRB. 

It  is  also  your  responsibility  to  inform  the  COMIRB  immediately  of  any  deaths,  serious  complications  or  other 
untoward  effects  of  this  research. 


Please  notify  the  COMIRB  if  you  intend  to  change  the  experimental  design  in  any  way. 
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the  name  and  telephone  number  of  the  Investigator, 
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or  Vicky  Starbuck  (270-8081  or  UCHSC  BOX  C-290). 


Adam  Rosenberg,  M.D. 

Victor  Spitzer,  Ph.D. 

Chairmen 

Colorado  Multiple  Institutional  Review  Board 
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ospital.  However,  our  legal  counsel  addressed  the  issue  of  compliance  with  AFI 36-2601  a 
research  enclosed.  It  is  incumbant  on  you  to  comply  with  this  AFI  prior  to  starting ’your 

i  nT  eompliance  with  this  AFI,  you  are  free  to  conduct  your  research  survey 

as  outlined  in  your  protocol.  ^.uivcy 
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INFORMED  CONSENT 

You  are  being  asked  to  participate  in  a  research  study  investigating  the  self-care 
behaviors  of  mihtary  retirees  ages  65  and  older.  This  research  is  being  carried  out  by  a 
University  of  Colorado  Health  Science  Center,  School  of  Nursing  graduate  student  with 
the  permission  of  this  medical  treatment  facility. 

The  purpose  of  this  study  is  to  identify  how  mihtary  retirees  take  care  of  themselves,  who 
supphes  them  with  self-care  information,  and  what  tools  they  use  to  manage  their  self- 
care. 

Your  participation  in  this  study  is  confidential,  to  the  extent  permitted  by  law.  You  will  be 
assigned  a  code  number  and  only  the  researcher  will  have  knowledge  of  your  name  and 
code  muriber.  The  information  you  provide  will  be  coded  and  will  not  be  linked  to  your 
identity.  Ah  responses  whl  be  held  in  confidence  by  the  researcher. 

Disclosure  of  information  is  voluntary.  You  may  elect  not  to  participate  in  this  study, 
withdraw  from  this  study,  or  decline  to  answer  any  questions  at  anytime  without  any 
negative  consequences  to  you  or  the  care  you  receive.  A  risk  of  participation  in  this 
study  is  the  possibility  that  sensitive  issues  may  be  raised.  Your  involvement  in  this  study 
will  have  no  direct  benefits  to  you  but  will  contribute  to  nursing  knowledge  and  hopefiihy 
generate  information  that  will  aid  in  the  development  of  health  promotion  and  illness 
prevention  programs. 

If  you  have  any  questions  about  this  study  or  your  rights  as  a  research  subject  you  can 
contact  Major  Kathryn  Dihow,  KN.  through  her  academic  advisor,  Bonita  Cavanaugh, 
Ph.D.,  R.N.,  at  the  University  of  Colorado  Health  Sciences  Center,  School  of  Nursing, 
(303)  270-7680. 


I  hereby  give  my  informed  consent  to  participate  in  this  study. 


Signature 


Date 
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Maximum 

Score _ Score _ _ _ _ 

Orientation 

5  (  )  1.  What  is  the  (year)  (season)  (date)  (day)  (month)? 

5  (  )  2.  Where  are  we:  (state)  (county)  (town)  (hospital)  (floor)? 

Registration 

3  (  )  3.  Name  3  objects:  1  second  to  say  each.  Then  ask  the  patient 

all  3  after  you  have  said  them. 

Give  1  point  for  each  correct  answer.  Then  repeat  them 
until  he  learns  all  3.  Count  trials  and  record. 

Trials: _ 

Attention  and  Calculation  Trial 

5  (  )  4.  Serial  7's.  1  point  for  each  correct.  Stop  after  5  answers. 

Alternatively,  spell  "world"  backwards,  if  cannot  subtract. 

Recall 

3  (  )  5.  Ask  for  3  objects  repeated  above.  Give  1  point  for  each 

correct. 


9  (  ) 


TOTAL  SCORE 


Language 

6.  Name  a  pencil  and  a  watch.  (2  points) 

7.  Repeat  the  following,  "No  ifs,  ands,  or  buts."  (1  point) 

8.  Follow  a  3-stage  command:  "Take  a  paper  in  your  right 
hand,  fold  it  in  half,  and  put  it  on  the  floor."  (3  points) 

9.  Read  and  obey  the  following:  "Close  your  eyes."  (1  point) 

10.  Write  a  sentence.  (1  point) 

1 1 .  Copy  design.  (1  point) 


Folstein,  M.F.,  Folstein,  S.E.,  &  McHugh  P.R.  (1975).  Mini-Mental  State:  A  practical 
method  for  grading  the  cognitive  state  of  patients  for  the  clinician.  Journal  of  Psychiatric 
Research.  12(3).  189-198. 
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1 .  Ask  for  the  date.  Then  specifically  ask  for  the  parts  omitted,  e.g.,  "Can  you  also  tell 
me  what  season  it  is?"  Give  one  point  for  each  correct  answer. 

2.  Ask  in  turn  "Can  you  tell  me  the  name  of  this  hospital?"  (town,  county,  etc.).  Give  one 
point  for  each  correct  answer. 

3.  Ask  the  patient  if  you  may  test  his/her  memory.  Then  say  the  names  of  three  unrelated 
objects,  clearly  and  slowly,  about  one  second  for  each.  After  you  have  said  all  three,  ask 
the  client  to  repeat  them.  This  first  repetition  determines  the  client's  score  (0-3)  but  keep 
saying  the  three  objects  until  the  client  can  repeat  all  three,  up  to  six  trials.  If  the  client 
does  not  eventually  learn  all  three,  recall  cannot  be  meaningfully  tested.  Give  one  point  for 
each  of  the  three  objects  correctly  repeated  by  the  client  the  first  time.  No  further  points 
for  repeated  attempts. 

4.  Ask  the  client  to  begin  with  100  and  count  backwards  by  increments  of  seven.  Stop 
after  five  subtractions  (93,  86,  79,  72,  65).  Give  one  point  for  each  correct  subtraction.  If 
the  client  cannot  or  will  not  perform  this  task  ask  him/her  to  spell  the  word  "world" 
backwards.  Score  according  to  the  number  of  letters  in  correct  order. 

5.  Ask  the  client  to  recall  the  three  objects  named  previously  in  item  #3.  Give  one  point 
for  each  object  named. 

6.  Show  the  client  a  wrist  watch  and  ask  him/her  to  name  the  object.  Repeat  this  process 
with  a  pencil.  Give  one  point  for  each  correctly  named  object  (0-2). 

7.  Ask  the  client  to  repeat  a  sentence  after  you.  Allow  only  one  trial.  Give  one  point  if 
fully  and  correctly  completed. 

8.  Give  the  client  a  piece  of  plain  blank  paper  and  give  the  3-stage  command.  Give  one 
point  for  each  command  followed. 

9.  On  a  blank  piece  of  paper  print,  in  letters  large  enough  for  the  client  to  see  clearly,  the 
sentence  "Close  your  eyes".  Ask  the  client  to  read  the  sentence  and  do  what  is  says. 

Give  one  point  only  if  the  patient  carries  out  the  activity. 

1 0.  Give  the  client  a  blank  piece  of  paper  and  ask  him/her  to  write  a  sentence.  Do  not 
dictate  the  sentence,  it  is  to  be  written  spontaneously.  It  must  contain  a  subject  and  verb 
and  be  sensible.  Correct  grammar  and  punctuation  are  not  necessary.  Give  one  point  if 
this  task  is  accomplished  correctly. 

1 1 .  Give  the  client  a  clean  piece  of  paper  and  ask  him/her  to  copy  a  design  of  two 
intersecting  pentagons.  Give  one  point  if  each  figure  has  5  sides  and  the  overlap  is  correct. 


Folstein,  M.F.,  Folstein,  S.E.,  &  McHugh  P.R.  (1975).  Mini-Mental  State:  A  practical 
method  for  grading  the  cognitive  state  of  patients  for  the  clinician.  Journal  of  Psychiatric 
Research.  12(3).  189-198. 
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1 .  Progress  through  the  questionnaire  in  the  order  that  questions  appear. 

2.  Read  all  questions  as  worded.  Questions  may  be  repeated  as  necessary. 

3.  Only  use  alternative  wording  if  the  subject  does  not  appear  to  understand  a  question. 
(Alternative  wording  i.s  contained  within  parenthe.se.s  and  underlined.) 

4.  Record  all  responses  on  the  questionnaire  throughout  the  interview  process. 

5.  Probe  for  further  information  if  the  subject's  response  seems  incomplete  or  if  you  are 
uncertain  of  the  response. 

6.  Read  out  loud  to  the  subject  all  transitional  statements  as  they  appear.  Transitional 
statements  are  bolded. 

7.  Record  interview  start/stop-times  at  the  top  of  all  questionnaires. 

8.  Complete  the  following  steps  before  each  interview. 

1 .  Welcome  the  subject  to  the  interview. 

2.  Review  the  subject's  consent  form  and  reverify  consent  to  participate  in  the  study. 

3.  Ensure  the  interviewer  and  subject  are  the  only  two  people  in  the  room  prior  to 
the  start  of  the  interview. 

4.  Ask  the  subject  if  he/she  has  any  difficulty  hearing.  If  yes,  ensure  the  subject  is 
using  his/her  hearing  aid  and/or  sit  to  the  side  of  subject  where  hearing  is  best. 

5.  Read  the  following  instructions  out  loud  to  the  subject: 

"During  this  interview  I  will  be  asking  you  questions  about  how  you  take  care  of 
yourself.  It  is  a  four-part  interview  and  will  take  about  45-60  minutes  to  complete. 
The  first  part  of  the  interview  is  about  your  background.  The  second  part  of  the 
interview  is  about  common  day-to-day  activities.  The  third  part  of  the  interview  is 
about  physical  conditions  common  to  older  adults.  And  the  fourth,  and  final,  part 
of  the  interview  is  about  personal  feelings  and  support  systems.  Throughout  the 
interview  I  will  also  be  asking  you  questions  about  disease  prevention  and  health 
care  screening.  Are  you  ready  to  begin  the  interview?" 


6.  Begin  the  interview. 
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IDENTIFICATION  OF  SELF-CARE  BEHAVIORS,  INFORMATION  SUPPLIERS, 

AND  MANAGEMENT  TOOLS 


Subject  # 


Start  Time 
Stop  Time 


PART  I; DEMOGRAPHIC/FINANCIAL 


I  will  start  the  interview  with  some  general  questions.  The  answers  you  give  to  these 
qiifistinns  will  provide  me  with  some  information  about  your  background. _ 


1 .  Age:  _ years 


2.  Gender; 

1 .  Male 

2.  Female 


3.  Ethnicity: 

1 .  Afro-American  (Black) 

2.  Asian  or  Pacific  Islander 

3.  Caucasian  (White) 

4.  Hispanic  (Puerto  Rican,  Mexican,  Latin  American,  Cuban) 

5.  Native  American  (American  Indian,  Native  Alaskan,  Hawaii  Native) 


6.  Other  (specify) _ 

4.  Marital  status: 

1 .  Single 

2.  Married 

3.  Separated/Divorced 

4.  Widowed 

6.  Branch  of  service: 

1 .  Army 

2.  Air  Force 

3.  Navy 

4.  Marines 

8.  Years  of  military  service: 


10.  Range  of  annual  household  income 
(show  subject  income  chart): 


1. 

<  $10,000 

2. 

$10,000  - 

$25,000 

3. 

$25,001  - 

$50,000 

4. 

$50,001  - 

$75,000 

5. 

>  $75,000 

5.  Number  living  in  household: 


7.  Category  of  rank: 

1 .  Enlisted 

2.  Commissioned  officer 

3.  Warrant  officer 

4.  Officer:  prior  enlisted/warrant  officer 

9.  Current  employment  status 

1 .  Employed 

2.  Unemployed 

3.  Retired 

1 1 .  Highest  level  of  education: 

1 .  <  High  school 

2.  High  school  diploma/GED 

3.  Technical/trade  school 

4.  College  courses/no  degree 

5.  Associate 

6.  Bachelors 

7.  Masters 

8.  Doctorate 
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12.  Do  you  have  any  health  insurance  besides  Medicare? 

1 .  Yes  (  -->  go  to  12a) 

2.  No  (  ->  go  to  next  part) 

12a.  Does  it  cover  preventive  health  care  (i.e,  routine  physical.s.  di.sea.sR  .«;crfifininni? 

1 .  Yes 

2.  No 


PART  II;  FUNCTIONAL 

We  are  now  beginning  part  two  of  the  interview.  The  following  questions  are  about 
common  day-to  day  activities.  I  am  interested  in  how  you  take  care  of  these  activities  and 
what  YOU  do  to  help  yourself  continue  performing  these  antivifipc 

1 3.  How  do  you  take  care  of  your  heavy  housework  (scrubbing  floors  nr  washinn 
windows)? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify)  _ 

14.  What  things  do  you  do  to  help  yourself  continue  using  the  telephone? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

1  5.  What  things  do  you  do  to  help  yourself  continue  to  travel  (go  placps  or  drivp  a 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

1 5a.  Do  you  use  a  seatbelt  when  driving  or  riding  in  a  car^ 

1 .  Yes 

2.  No 

16.  How  do  you  take  care  of  shopping  for  your  personal  items,  medications,  or  groceries? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ _ 
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17.  What  things  do  you  do  to  help  yourself  handle  your  own  money? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

18.  How  many  different  medications,  prescription  and  nonprescription,  do  you 

take  in  one  day?  _ 

18a.  What  things  do  you  do  to  help  yourself  manage  your  own  medications? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify)  > _ _ 

1 9.  What  things  do  you  do  to  manage  preparation  of  your  own  meals? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

20.  What  things  do  you  do  to  help  yourself  manage  your  own  feeding? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

20a.  Have  you  tried  to  improve  your  nutritional  habits  (diet)  in  the  last  12  months? 

1 .  Yes  (  -  >  go  to  20b) 

2.  No  (  -->  go  to  21) 

20b.  What  things  have  you  done  to  improve  your  nutritional  habits? 

1 .  Altered  calories 

2.  Altered  sodium 

3.  Altered  fat/cholesterol 

4.  Altered  caffeine 

5.  Altered  fiber 

6.  Vitamins/minerals 

7.  Other  (specify) _ 

21 .  What  things  do  you  do  to  help  yourself  care  for  your  teeth? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

21a.  Have  you  had  a  dental  exam  in  the  last  12  months? 

1 .  Yes 

2.  No 
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22.  What  things  do  you  do  to  help  yourself  continue  your  own  bathing? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

23.  What  things  do  you  do  to  help  you  continue  your  own  grooming? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

24.  What  things  do  you  do  to  help  you  continue  dressing  yourself? 

1 .  Functional  interventions 

2.  Physical  interventions  - 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

25.  Do  you  have  any  problems  with  incontinence  (holding  your  water  or  leaking  urine 
or  stool)? 

1 .  Yes  ( -->  go  to  25a) 

2.  No  (  ->  go  to  25b) 

25a.  How  do  you  take  care  of  your  incontinence? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

25b.  What  things  do  you  do  to  manage  going  to  the  toilet  by  yourself? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

26.  What  things  do  you  do  to  help  yourself  get  around  the  house  or  in  and 
out  of  bed  and  chairs? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

26a.  Do  you  exercise  at  least  3  times/week  for  20-30  minutes? 

1.  Yes 

2.  No 
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27.  Consider  all  the  day-to-day  activities  we  have  just  discussed  (show  subject  list  of 
activities).  Please  tell  me  who  supplies  you  with  information  on  how  to  care  for  these 
activities?  (Mark  all  that  apply) 


1 .  Primary  lay  relationships 

1 .  Family 

2.  Friends 

3.  Professional  health  care 

3.  Self 

4.  Media 

2.  Secondary  lay  relationships 

1 .  Local  community 

2.  Organized  peer  support  groups 

3.  Social  organizations/associations 

5.  Other  (specify) 

What  type  of  media,  systems,  or  processes  help  you  manage  these  day-to-day 
activities?  (Mark  all  that  apply). 

1 .  Printed  Media 

3.  Systems 

1 .  Newsletters 

1 .  Log  books/health  diaries 

2.  Newspapers 

2.  Telephone  reminders 

3.  Pamphlets 

3.  Medication  reminders 

4.  Magazines 

5.  Books 

6.  Advertisements 

4,  Schedules/calendars 

2.  Electronic  Media 

4.  Processes 

1 .  Television 

1 .  Professional  health  care  instructions 

2.  Radio 

2.  Lecture/seminars 

3.  Videos 

4.  CAIs 

5.  Online  services 

3.  Demonstrations 

6.  Advertisements 

5.  Other  (specify) 

PART  III:  PHYSICAL 


We  have  just  completed  part  two  of  the  interview  and  are  now  beginning  part  three.  These 
next  questions  are  about  physical  conditions  common  to  older  adults.  I  will  first  ask  you  if 
you  have  a  condition.  If  you  answer  yes,  then  I  will  ask  what  you  do  to  take  care  of  that 
condition.  If  you  answer  no,  I  may  ask  how  you  prevent  that  condition  or  I  may  proceed  to 
the  next  question. _ 

29.  Do  you  have  trouble  hearing  things? 

1 .  Yes  (  ->  go  to  29a) 

2.  No  (  ->  go  to  30) 

29a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 


30.  Do  you  have  tinnitus  or  ringing  (buzzing)  in  your  ears? 

1 .  Yes  ( -->  go  to  30a) 

2.  No  {  ->  go  to  30b) 

30a.  How  do  you  deal  with  this  problem? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

30b.  Have  you  had  your  hearing  checked  in  the  last  1 2  months? 

1.  Yes 

2.  No 

31 .  Do  you  have  trouble  seeing  things  (foggy  or  blurred  vision)? 

1 .  Yes  ( -->  go  to  31a) 

2.  No  ( -->  go  to  31  b) 

31a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

31  b.  Have  you  had  your  vision  checked  in  the  last  2  years? 

1.  Yes 

2.  No 

32.  Do  you  have  any  problems  with  your  sinuses  (nasal  congestion  or  head  colds)? 

1 .  Yes  ( -->  go  to  32a) 

2,  No  ( -->  go  to  33) 

32a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

33.  Do  you  experience  any  problems  with  coughs  or  respiratory  flu? 

1 .  Yes  (  -->  go  to  33a) 

2.  No  ( -->  go  to  33b) 

33a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 
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33b.  Have  you  obtained  a  "flu  shot"  (vaccine)  in  the  last  12  months?" 

1 .  Yes 

2.  No 

33c.  Have  you  ever  had  a  "pneumovax"  or  pneumonia  vaccine? 

1.  Yes 

2.  No 

33d.  Are  your  other  immunizations  up-to-date  (Tetanus.  Diphtheria)? 

1.  Yes 

2.  No 

34.  Do  you  have  arthritis  (stiff,  sore,  or  swollen  joints)? 

1  Yes  (  -  >  go  to  34a) 

2.  No  (  ->  go  to  35) 

34a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

35.  Do  you  have  osteoporosis  (brittle  bones)? 

1 .  Yes  (  “>  go  to  35a) 

2.  No  {  ">  go  to  35b) 

35a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

35b.  Do  you  take  calcium  supplements? 

1.  Yes 

2.  No 

36.  Have  you  fallen  in  the  last  1 2  months? 

1.  Yes 

2.  No 

36a.  What  do  you  do  to  prevent  falls? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

37.  Do  you  have  heart  disease  (irregular  heart  beat,  fluid  on  the  heart,  or  a  history 
of  chest  pain,  angina  pectoris,  or  heart  attack)? 

1 .  Yes  (  ">  go  to  37a) 

.'  2.  No  (  -  >  go  to  37b) 


37a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ _ 

37b.  Have  you  had  your  cholesterol  checked  in  the  last  5  years? 

1.  Yes 

2.  No 

38.  Do  you  currently  use  any  tobacco  products  (cigarettes,  cigars,  pipes,  dip,  chew) 

1 .  Yes  (  ->  go  to  38a) 

2.  No  (  -->  go  to  39) 

38a.  Have  you  tried  to  quit  using  them? 

1 .  Yes  ( -->  go  to  38b) 

2.  No  ( -->  go  to  39) 

38b.  What  things  did  you  do  to  help  you  quit  using  tobacco? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

39.  Do  you  drink  more  than  two  (2)  alcoholic  drinks  in  one  day? 

1 .  Yes  (  ->  go  to  39a) 

2.  No  ( -->  go  to  40) 

39a.  Have  you  tried  to  decrease  or  quit  drinking  them? 

1 .  Yes  ( -->  go  to  39b) 

2.  No  ( -->  go  to  40) 

39b.  What  things  did  you  do  to  help  you  decrease  or  stop  drinking? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

40.  Do  you  have  hypertension  (high  blood  pressure)? 

1 .  Yes  (  ->  go  to  40a) 

2.  No  ( -->  go  to  40b) 

40a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 
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40b.  Have  you  had  your  blood  pressure  checked  by  a  health  care  professional  in 
the  last  2  years? 

1 .  Yes 

2.  No 

41 .  Do  you  have  problems  with  the  circulation  in  your  legs  and  feet 
(varicose  veins,  swelling,  or  cold  legs  and  feet)? 

1 .  Yes  ( -->  go  to  41a) 

2.  No  (  -->  go  to  42) 

41a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify)  . _ 

42.  Do  you  have  diabetes  (sugar  diabetes  or  sugar  in  the  blood)? 

1 .  Yes  (  -->  go  to  42a) 

2.  No  (  -->  go  to  43) 

42a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

42b.  Have  you  had  your  diabetes  checked  by  a  health  care  provider  in  the  last 
1 2  months? 

1.  Yes 

2.  No 

43.  Do  you  experience  any  problems  with  upset  stomach  or  heartburn? 

1 .  Yes  ( -->  go  to  43a) 

2.  No  ( -->  go  to  44) 

43a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

44.  Do  you  experience  any  problems  with  upset  bowels,  such  as  constipation  or  diarrhea? 

1 .  Yes  (  ->  go  to  44a) 

2.  No  ( -->  go  to  44b) 

44a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 
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44b.  Have  you  had  your  stools  checked  for  blood  (hemoccult.  guaiac.  or  fecal  occult 
blood  testing)  in  the  last  1 2  months? 

1.  Yes 

2.  No 

45.  Do  you  experience  any  problems  with  physical  aches  or  pains? 

1 .  Yes  I  -->  go  to  45a) 

2.  No  ( -->  go  to  46) 

45a.  How  do  you  deal  with  these  problems? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

46.  Have  you  had  a  physical  exam  in  the  last  12  months? 

1.  Yes 

2.  No 

46a.  Have  you  had  any  type  of  cancer  screening  in  the  last  12  months? 

1 .  Yes  (  -->  go  to  46b) 

2.  No  (  -->  go  to  46c) 

46b.  What  type  of  cancer  screening? 


1 .  Mouth 

5. 

Testicular 

2.  Skin 

6. 

Prostate 

3  Breasts 

7. 

Colorectal 

4.  Cervical 

8. 

Other  (specify) 

46c.  Do  you  perform  monthly  (males)  self  testicular  exams  or  (females)  self 
breast  exams? 

1.  Yes 

2.  No 

47.  Consider  all  the  physical  conditions  we  have  just  discussed  (show  subject  list  of 

conditions).  Please  tell  me  who  supplies  you  with  information  on  how  to  care  for  these 
conditions?  (Mark  ail  that  apply) 

1 .  Primary  lay  relationships  3.  Professional  health  care 


1. 

Family 

2. 

Friends 

3. 

Self 

4.  Media 

Secondary  lay  relationships 

5.  Other  (specify) 

1. 

Local  community 

2. 

Organized  peer  support  groups 

3. 

Social  organizations/associations 
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48.  What  type  of  media,  systems,  or  processes  help  you  manage  these  conditions? 
(Mark  all  that  apply) 


1 .  Printed  Media  3. 

1 .  Newsletters 

2.  Newspapers 

3.  Pamphlets 

4.  Magazines 

5.  Books 

6.  Advertisements 

2.  Electronic  Media  4. 

1 .  Television 

2.  Radio 

3.  Videos 

4.  CAIs 

5.  Online  services 

6.  Advertisements  5. 


Systems 

1 .  Log  books/health  diaries 

2.  Telephone  reminders 

3.  Medication  reminders 

4.  Schedules/calendars 


Processes 

1 .  Professional  health  care  instructions 

2.  Lecture/seminars 

3.  Demonstrations 


Other  (specify) 


PART  IV:  MENTAL/SOCIAL 


We  have  just  completed  part  three  of  the  interview  and  are  now  ready  to  begin  part  four. 
This  is  the  last  part  of  the  interview.  I  will  be  asking  you  questions  about  specific  feelings 
you  may  experience.  I  am  interested  in  how  you  take  care  of  yourself  when  you  experience 
these  feelings.  I  will  also  ask  what  things  you  do  to  maintain  relationships  with  family  and 
friends  and  within  the  community.  _ 

49.  Do  you  ever  experience  feelings  of  anxiety  (extreme  worrying,  nervousness^ 
or  panic  attacks)? 

1 .  Yes  ( -->  go  to  49a) 

2.  No  ( -->  go  to  50) 


49a.  How  do  you  deal  with  these  feelings? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 

50.  Do  you  ever  experience  feelings  of  depression  (feeling  down,  blue,  or  sad)? 

1 .  Yes  ( -->  go  to  50a) 

2.  No  (  -->  go  to  51 ) 


50a.  How  do  you  deal  with  these  feelings? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 
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51 .  Do  you  ever  experience  feelings  of  confusion 

1 .  Yes  ( -->  go  to  51a) 

2.  No  (  ->  go  to  52) 


51a.  How  do  you  deal  with  these  feelings? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ _ 


52.  Do  you  ever  experience  feelings  of  isolation 

1 .  Yes  ( -->  go  to  52a) 

2.  No  ( -->  go  to  53) 


52a.  How  do  you  deal  with  these  feelings? 

1 .  Functional  interventions 

2.  Physical  interventions 

3.  Mental  interventions 

4.  Social  interventions 

5.  Other  (specify) _ 


53.  What  things  do  you  do  to  build  or  maintain  relationships  with  your  family  and  friends? 

1 .  Go  places 

2.  Share  experiences 

3.  Acquire  new  knowledge/skills 

4.  Volunteer 

5.  Join  groups/clubs 


54.  What  things  do  you  do  to  build  or  maintain  relationships  within  the  community? 

1 .  Go  places 

2.  Share  experiences 

3.  Acquire  new  knowledge/skills 

4.  Volunteer 

5.  Join  groups/clubs 


55.  Consider  all  the  feelings  and  relationships  we  have  just  discussed  (show  subject  list  of 
feelings  and  relationships).  Please  tell  me  who  supplies  you  with  information  on  how  to 
take  care  for  these  feelings  and  relationships?  (Mark  all  that  apply) 


Primary  lay  relationships 

3.  Professional  health  care 

1 .  Family 

2.  Friends 

3.  Self 

4.  Media 

2.  Secondary  lay  relationships  5.  Other  (specify) 

1 .  Local  community 

2.  Organized  peer  support  groups 

3.  Social  organizations/associations 
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56.  What  type  of  media,  systems,  or  processes  help  you  manage  these  feelings  and 
relationships?  (Mark  all  that  apply) 

1.  Printed  Media  3.  Systems 


1. 

Newsletters 

1 .  Log  books/health  diaries 

2. 

Newspapers 

2.  Telephone  reminders 

3. 

Pamphlets 

3.  Medication  reminders 

4. 

Magazines 

4.  Schedules/calendars 

5. 

Books 

6. 

Advertisements 

Electronic  Media 

4. 

Processes 

1. 

Television 

1 .  Professional  health  care  instructions 

2. 

Radio 

2.  Lecture/seminars 

3. 

Videos 

3.  Demonstrations 

4. 

CAIs 

5. 

Online  services 

6. 

Advertisements 

5. 

Other  (specify) 

We  are  now  finished  with  the  interview.  I  would  like  to  thank  you  for  your  willingness  to 
participate  in  this  study.  The  information  you  have  shared  with  me  has  been  a  valuable 
contribution.  Thank  vou. 


Annual  Household  Income 
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Common  Physical  Conditions 
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APPENDIX  F 
COVER  LETTER 
(WITH  ATTACHMENTS) 
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2  November  1995 


FROM:  Kathryn  A.  Billow 

6001  S.  Yosemite  St.,  Apt.  D-207 
Greenwood  VUlage,  CO  80111 

SUBJECT:  Review  of  New  Research  Instrument 

Dear  Colleague 

1.  I  have  developed  the  attached  interview  questionnaire  for  use  in  my  masters  thesis. 
This  questionnaire  was  developed  using  literature  on  multidimensional  assessment  and 
care  of  the  elderly.  I  am  requesting  your  assistance  in  establishing  its  content  validity. 
Please  review  the  questionnaire  for  clarity  and  order  and  determine  if  the  questions 
address  the  concepts  of  self-care  behaviors,  self-care  information  suppliers,  and  self-care 
management  tools  within  each  of  the  selected  dimensions. 

2.  A  study  summary  (attach.  1)  provides  general  information  about  my  thesis  project. 

An  item  index  (attach.  2)  provides  a  quick  reference  to  the  variables  being  assessed  and 
the  corresponding  item  numbers.  These  have  been  provided  on  a  separate  sheets  to  allow 
for  easy  reference  as  you  conduct  your  review.  Please  feel  free  to  write  on  the 
questionnaire  or  provide  comments  on  the  backside  of  the  pages. 

3.  I  request  that  you  complete  your  review  of  the  questionnaire  and  the  credentials 
information  sheet  (attach.  4)  hy  17  November  1995.  Once  these  have  been  con^leted 
please  telephone  me  and  I  will  be  glad  to  pick  them  up  from  your  office.  I  thank  you  for 
your  time  and  effort  in  reviewing  my  instrument.  Infonnation  on  the  performance  of  the 
instrument  and  study  findings  will  be  shared  with  reviewers  upon  request.  If  you  have 
any  questions  or  wish  to  discuss  this  instrument  I  can  be  reached  at  (303)  721-8306. 

Once  again,  thank  you  for  your  assistance. 


Sincerely, 


Kathryn  A.  Billow,  RN,  B.S.N. 


Attachments: 

1.  Study  Summary 

2.  Item  Index 

3.  Instrument:  Identification  of  Self-Care  Behaviors, 
hiformation  Suppliers,  and  Management  Tools 

4.  Credentials  Information  Sheet 
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Attachment  1:  Study  Summary 
Study: 

Identification  of  Self-Care  Behaviors,  Self-Care  Information  Suppliers,  and  Self-Care 
Management  Tools  of  Community-Based  US  Military  Retirees 

Purpose: 

To  identify  self-care  behaviors  practiced  by  community-based  military  retirees  ages  65 
and  older,  their  suppliers  of  self-care  information,  and  their  self-care  management  tools. 

Questions: 

1.  What  are  the  self-care  behaviors  practiced  by  community-base  military  retirees  ages 
65  and  older? 

2.  Who  are  the  suppliers  of  self-care  information  to  community-based  military  retirees 
ages  65  and  older? 

3.  What  are  the  tools  of  self-care  management  used  by  community-based  military 
retirees  ages  65  and  older? 

Key  Definitions: 

Self-care  bftbavinrs-  "the  activities  individuals,  families  and  communities  undertake 
with  the  intention  of  enhancing  health,  preventing  disease,  limiting  illness,  and  restoring 
health.  These  activities  are  derived  from  technical  knowledge  and  skills  from  the  pool  of 
both  professional  and  lay  experience.  They  are  undertaken  by  laypeople  on  their  own 
behalf  either  separately  or  in  participative  collaboration  with  professionals"  (WHO, 

1984). 

Supplier:  any  source  that  generates  or  transmits  self-care  information.  This  may 
include,  but  is  not  limited  to,  the  professional  community,  media,  fnends,  family  members, 
or  even  self. 

Tool:  any  instrument  or  system  that  is  used  to  manage  self-care.  Centers  primarily 
around  printed  and  electronic  media  forms  (i.e.  a  home  health  book,  pamphlets,  or  video). 
It  also  includes  various  reminder  and  tracking  systems  (i.e.  medication  reminders  or  log 
books)  and  processes  (i.e.  lectures/seminars,  demonstrations,  health  care  providers 
instructions). 
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Attachment  2:  Item  Index 
Study; 

Identification  of  Self-Care  Behaviors,  Self-Care  Information  Suppliers,  and  Self-Care 
Management  Tools  of  Community-Based  US  Military  Retirees 

Instrument: 

Identification  of  Self-Care  Behaviors,  Information  Suppliers,  and  Management  Tools 

Dimensions  and  Corresponding  Item  Numbers  of  Items  Addressed  in  Structured 
Interview  Questionnaire 


Dimensions 

Item  numbers 

Demographics 

3-11 

Financial 

10,  12,  12a 

Self-Care  Behaviors 

Functional 

13-26 

Physical 

29-46 

MentaFSocial 

49-54 

Health  Promotion/Disease  Prevention 

15a,  18,  20a  -  b,  21a,  26a, 

30b,  31b,  33b- d,  35b,  37b 
38a,  39a,  40b,  42b,  44b, 

46,  46a  - c 

Suppliers 

27,  47,  55 

Tools 

28,  48,  56 
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Attachment  3:  Instrument:  Identification  of  Self-Care  Behaviors,  hiformation  Suppliers, 
and  Management  Tools 


(See  Appendix  E  for  instrument) 
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Attachment  4:  Credentials  Information  Sheet 
Present  position/title: 


Years  of  experience  in  care  of  elderly: 


Primary  responsibilities: 


Do  you  desire  information  on ... 

performance  of  the  instrument?  Yes  No 

study  findings?  Yes  No 


